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ABSTRACT 
Title - Effectiveness  of family psycho educational  intervention on caregiver 
burden  among primary caregiver of schizophrenia clients  in  Government 
Rajaji Hospital at Madurai.  
Objectives - To assess the pretest level of caregiver burden among primary caregiver 
of schizophrenia clients admitted in psychiatry ward at Government Rajaji Hospital, 
Madurai. To evaluate the effectiveness of Family psycho educational intervention  
among the primary caregiver of schizophrenia clients admitted in psychiatry ward at 
Government Rajaji Hospital, Madurai.To associate the post test level of caregiver 
burden among the primary caregiver of schizophrenia clients with their selected socio 
demographic variables. The conceptual frame work for this study was based on 
Imogene M. King‟s “Transaction model”   This study is Pre experimental (one 
group pre test- post test) design.  The research approach used for this study is 
quantitative approach. This study consists of post test, psycho education intervention 
and post test method.  This study will aim to assess the level of caregiver burden 
among primary caregiver of schizophrenia client in selected psychiatry ward, Govt. 
Rajaji  Hospital, Madurai. The family psycho educational intervention could help the 
primary caregiver of schizophrenia clients to promote adequate knowledge regarding 
importance of communicate and skills-way to express emotion, relaxation methods 
towards  family psycho educational intervention The data collection period was for  6 
weeks from 01.9.2013 to 15.10.2013.  The investigator divided the 60 caregiver  in to 
four groups among each group have 15 caregiver .Following the assessment, one 
week of family psycho educational intervention  was  administered for each group All 
the subjects were makes attend the family psycho educational intervention   disease, 
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treatment and drug compliance, Reducing relapses, Re-hospitalization, 
communication and problem solving skills, effective way to express emotion, Family 
psycho educational intervention  was given Every day for 45minutes for six 
consecutive days by group discussion. After 6
th
 day the whole content was 
summarized then post test was conducted on 6
th
 Day to assess the caregiver burden 
using the same scale.. The mean post test care givers burden was reduced from  43.4 
to  37. at 0.05% level of significance. 
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CHAPTER - I 
INTRODUCTION 
„Education is the most powerful weapon which you can use to change the world‟ 
                                                                                                           - Nelson Mandela 
 Family is a major health enhancing resource with each member doing his or 
her very best to maximize pleasant and minimize unpleasant events in the family unit 
and the immediate social environment. Hence, a family member developing an illness 
can be an upsetting situation especially when it is mental illness. A vast majority 
(66%) of caregiver in India are found depressed and anxious because of their client's 
illness.  
 According to WHO, nearly a quarter of the global population is suffering from 
mental health problems in a way or other? In India the prevalence of psychiatric 
disorders is 58.2/1000 population which means 5.7 crore Indians are suffering from 
some sort of psychiatric disturbance; out of this, 1.5 crore people are suffering from 
severe mental illness. Many people still do not understand that mental health issues in 
general population affect all of us, whether we are suffering from mental illness or 
not; it can even affect one of our family member. 
 Schizophrenia is a disruptive and distressing illness, for the people affected 
and their family members. Similar to the United States , Schizophrenia is a disabling  
group of brain disorders characterized by symptoms such as hallucinations, delusions, 
disorganized communication, poor planning, reduced motivation, and blunted affect 
(McGrath, Saha, Welham, Saadi, MacCauley & Chant, 2004). 
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 Over one-third of people with schizophrenia in Hong Kong live with their 
families, and they often depend on a family member‘s assistance and involvement in 
providing care at home. However, these family members are often inadequately 
prepared to be the main caregiver for the ill relative . Studies have indicated that there 
is a severe burden imposed upon the whole family when caring for a member with 
schizophrenia, because of unpredictable and bizarre behavior, external stressors of 
stigma and isolation, family conflict, emotional frustration and burnout. With the 
current emphasis on community care for mentally ill patients, family intervention, 
especially using a diverse  range of modalities and a group format, could satisfy the 
informational needs of family, and develop a variety of coping strategies ensuring 
effective care is provided for a relative with schizophrenia, and thus patient relapses 
are ultimately reduced . Although there have been a few theoretical and psychological 
models of commonly used family group interventions, empirical studies seeking to 
explain which model is most effective have been inconsistent. Two recent systematic 
reviews of family interventions in schizophrenia suggest that a few psychological 
models, such as family psycho educational intervention  family groups and behavioral 
family management, reduce patient relapse and readmission but not family distress 
and burden. In have included Hispanics and Asians   
 There are also only a limited number of studies focusing on Chinese 
populations, even though they may be more likely to be affected by their interactions 
with family members. Therefore, it is unclear whether interventions that have been 
established as effective in Western countries can be applied successfully to a Chinese 
family culture. This study sets out to systematically find an effective model of 
intervention for Chinese families caring for a mentally ill member. family is a major 
health enhancing resource with each member doing his or her very best to maximize 
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pleasant and minimize unpleasant events in the family unit and the immediate social 
environment. Hence, a family member developing an illness can be upsetting 
especially when it is mental A vast majority (66%) of caregiver in India are found 
depressed and anxious because of the patient's illness. 
 Client stressors such as negative and disruptive symptoms have been linked to 
increased burden in caregiver of patients with schizophrenia. Wine field and Harvey 
(1993) found a significant positive correlation between the level of behavioral 
disturbance in the patient and caregiver‘ distress. However, one study found no link 
between these patient stressors and family burden. 
 Saldanha (1994)  explains about the role played by one family member; and 
his health status can influence the health and functioning level of the rest of the 
family.  When a member is Sick he would discontinue from his normal social 
activities. So the other family members have to undertake the care of the sick person. 
One person‘s poor social performance is another person‘s burden                 
       Caregiver are ―the people who provides care to the person who had illness and 
cannot perform day to day activities‖. Caring for loved one with  Schizophrenia 
possess many challenges to the families and caregiver. Family caregiver of people 
with  often Schizophrenia  are called as the invisible second patient who are critical to 
the quality of life of the care recipients. The effects of being a family caregiver, 
though sometimes positive, are generally negative, with high rates of burden and 
psychological morbidity as well as social isolation, physical ill- health and financial 
burden. Care givers are vulnerable to adverse effects like overburden, depression, and 
stress. Numerous studies report that caring for a person with  is more Schizophrenia  
stressful than caring for person with a physical disability. 
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 Caregiver plays a critical role in all stages of care for persons with  including 
Schizophrenia diagnosis, treatment and management. Providing care for a person with  
faces Schizophrenia many challenges both mentally and physically such as 
depression, anger, frustration, fatigue, isolation, financial burden, excessive stress, 
irritability and relationship conflicts often these challenges affects the caregiver. 
Care giver burden and expressed emotion are too different constructs that may 
be related. Care givers of Schizophrenia clients have high levels of expressed 
emotions including critical, hostile, or over involved attitudes 
            According to WHO, nearly a quarter of the global population  is suffering 
from mental health problems in a way or other. In India the prevalence of psychiatric 
disorders is 58.2/1000 population which means 5.7crore Indians are suffering from 
some sort of psychiatric disturbance; out of this, 1.5crore people are suffering from 
severe mental illness. Many people still do not understand that mental health issues in 
general population affect all of us, whether we are suffering from mental illness or 
not; it can even affect one of our family member. 
 Sharif  (1992) family psycho educational intervention  is an important 
component of any psychotherapy program. Family psycho educational intervention , 
as the name suggests, is education about a certain situation or condition that causes 
psychological stress. There are many ways to combat psychological  stressors, one is 
learning about the condition. Once a person better understands a condition they feel 
more in control of the situation and this in turn reduces the stress associated with it. 
Family psycho educational intervention  is usually implemented by a psychologist or 
anybody who is an expert in the specific condition the individual is experiencing and 
who has experience in psychotherapies. 
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 Family  psycho educational intervention   is among the most effective of the 
evidence-based practices that have emerged in both clinical trials and community 
settings. Because of the flexibility of the model, which incorporates both illness-
specific information and tools for managing related circumstances, family psycho 
educational intervention  has broad potential for many forms of  illnesses and varied 
life challenges. Wai Tong Chien  (2008)                                    
 Family  psycho educational intervention   can be implemented in a number of 
different formats and settings. The format depends entirely on the disorder, the 
developmental age of the Individual and their individual needs. Family  psycho 
educational intervention can be group-based, family-based, parent-based or 
individually implemented. Family psycho educational intervention  most commonly 
involves the individual with the disorder, the patient or client, but in some situations 
family psycho educational intervention  is implemented only to the people who deal 
with the patient on a day to day basis such as family, friends, teachers or caretakers A. 
Harrison (2009) 
 
Family psycho educational intervention  for any person that is experiencing 
psychological Stressors and hardships due to a condition is vital. It is everybody‘s 
right to have information regarding their condition and therefore, no matter what their 
cognitive or psychological state, a degree of family psycho educational intervention  
must be administered to everyone. If some education must be taught without the 
affected person present this should always be accompanied with a similar program for 
them so they are not left in the dark. These cases occur when the education required 
for the affected person needs to be delivered at a different level and incorporate 
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different information than for the people who care for them. This is mainly the case 
for very young children and for schizophrenia clients given by Gulseren.L, 
 Family psycho educational intervention  can take a various amount of sessions 
before it is complete, this depends on how well the concepts and learning outcomes 
are achieved. In order to maximize the efficiency of the program the psychologist will 
deliver the content that is most appropriate for their client or clients in an interesting 
way. Family psycho educational intervention  should not be too hard to understand, 
nor should it go so slowly that it is boring. If you are finding the family psycho 
educational intervention  is not appropriate for you or your family share this with your 
psychologist and  perhaps they can change their content or teaching patterns. Family 
psycho educational intervention  is rarely classroom-type teaching. It involves 
interactive learning such as role plays, reading, writing, DVDs and discussion by  
Christiane (2010) 
1.1NEED FOR THE STUDY 
  Schizophrenia was coined in 1908 by Eugene Bleuler. Schizophrenia is a 
psychotic condition characterized by a disturbance in thinking, emotions, volitions 
and faculties in the presence of clear consciousness, which usually leads to social 
withdrawal.   Schizophrenia is the most common of all psychiatric disorders and is 
prevalent in all cultures across the world. About 3 to 4 per 1000 in every community 
suffer from schizophrenia. It is equally prevalent in men and women. The peak ages 
of onset are 15 to 25 years for men and 25 to 30 years for women 
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GLOBAL SCENARIO OF  SCHIZOPHRENIA: 
 The World Health Organization (2013) statistical report stated that 
currently 35.6 million people are living with Schizophrenia . It will double by 
2030 and then triple by 2050 
  The World Health Organization report also stated that 65.7 million caregiver 
providing care to the  clients Schizophrenia in that 66% caregiver were females, 51% 
of caregiver were between the age of 18 to 40 years. Majority of the care recipients 
reside in their own home (WHO 2012) 
  It was estimated that on a global basis there are 4 – 6 million new cases of  
every year (about one new cases every 7 seconds) and number of people living with  
projected Schizophrenia to double every 20 years.(Census Study 2010) 
AGE  60 – 64 yrs 65 – 69 yrs 70 – 74 yrs 75 – 79 yrs 80 – 84 yrs 
West 
Europe 
1.2  1.9  3.8  7.0  13.6  
South 
America  
0.9  1.9  3.8  7.7  15.8  
Middle East  0.9  1.8  3.5  6.6  13.6  
Japan  1.5  1.6  3.3  6.4  14.1  
Australia  0.9  2.3  2.8  5.8  21.4  
China  0.7  1.8  2.6  4.7  10.4  
India  0.8  0.9  1.8  3.7  8.2  
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INDIAN SCENARIO ON SCHIZOPHRENIA 
Setting  Location  Prevalence (%)  
Urban  Chennai  
Kochi  
Kolkata  
Mumbai  
Trivandrum  
0.9% for age >65yrs  
3.3% for age >65yrs  
1% for age >60yrs  
2.3% for age >65yrs  
4.8% for age >65yrs.  
Rural  Ballabgarh (Delhi)  
Ernakulam (Kerala)  
Vellore (Tamil Nadu)  
1.1% for age >65yrs  
3.1% for age >65yrs  
3.5% for age>60yrs  
   Epidemiological studies were conducted in India and report stated that 3.7 
million people aged over 60yrs have Schizophrenia (2.1 million women and 1.5 
million men).The prevalence of Schizophrenia increased steadily with age and higher 
prevalence was seen among older women than men. The younger age groups of 60 – 
75 years are expected to increase steadily over time. (ARDSI 2010)  
 Incidence data on Schizophrenia from India is limited; a study conducted on 
rural region like Haryana and Ballabargarh reported on 3 – 24 million incidence rate 
per 10,000 population.  
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 A meta analysis on prevalence of Schizophrenia estimated that by 2026 more 
than 500,000 older people dementia are expected to be living in Uttarpradesh and 
Maharashtra. (ARDSI 2010) 
 In other states (Rajasthan, Gujarat, Bihar, West Bengal, Madhya Pradesh, 
Orissa, Andhra Pradesh, Karnataka, Kerala and Tamil Nadu) around 20,000 to 40,000 
persons with Schizophrenia are expected to be diagnosed within the next 26 years.  
 The family members may show varying attitude towards mental illness and the 
mentally ill family member according to their level of knowledge and experience 
regarding mental illness. Despite the increased publicity surrounding the mental 
illness issues there is still lack of understanding about mental illness.                                         
  ―The Camp Approach‖ started in 1958 by Dr Vidhya Sager, Professor and 
Head of Department of Psychiatry at Amritsar helped in removing the stigma 
associated with mental illness. He put up tents in hospital camps and entrusted nursing 
care to the family members who stayed with them. Thus families were more involved 
in the treatment as they were the main caregiver which led to new therapeutic 
modality, the Family  psycho educational intervention  . 
 Thus, family psychiatric units were formed with a view to involve the family 
members to stay with the mentally ill clients in the hospital settings and take part in 
the basic care since family members act as the main caregiver. General Hospital 
Psychiatric Units (GHPU) were also formed as part of family therapy. This approach 
is practiced in developed countries and is slowly emerging in developing countries 
like India. In such settings the primary caregiver participate in providing basic care, 
supervise medication intake, and provide social, emotional and financial support to 
the patient and this is proving effective when compared to those settings in which the 
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mentally ill clients are allowed to stay alone without their family members. In the 
former, the incidence of relapse and drug compliance is more. 
 A comparative study on conjoint family therapy and separated family therapy 
showed that after  a 5-year follow-up, 75 percent had good outcome, 15 percent had 
intermediate, and 10 percent had poor outcome. But most of the primary caregiver do 
not possess adequate knowledge and attitude towards family involved therapy in 
general. 
           Since the 1980s, several studies have demonstrated the efficacy of these 
interventions. In patients whose families received them, the relapse rate at one year 
ranged from 6 to 12%, compared with 41 to 53% in routine management care groups. 
At two years, the relapse rates were 17 to 40% and 66 to 83%, respectively. Recent 
meta-analyses confirmed that family interventions, compared with routine case 
management, reduce patients' relapse rate fourfold at one year, and twofold in the 
subsequent year. In addition, family interventions have been found to improve 
patients' compliance to antipsychotic drug treatments, and to reduce the overall 
economic costs of care.   
              Family psycho educational intervention  refers to the education offered to 
people who live with a psychological disturbance. During family psycho educational 
intervention, the patient is provided with knowledge about the psychological 
condition, the causes of that condition, and the reasons why a particular treatment 
might be effective for reducing their symptoms. Family psycho educational 
intervention  is most commonly part of cognitive behavioural therapy, but it can also 
be provided during other types of psychotherapy. Since it is often difficult for the 
patient and their family members to accept the patient's diagnosis, family psycho 
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educational intervention  also has the function of contributing to the de-stigmatization 
of psychological disturbances and to diminish barriers to treatment. Through an 
improved view of the causes and the effects of the illness, family psycho educational 
intervention  frequently broadens the patient's view of their illness and this increased 
understanding can positively affect the patient. The relapse risk is in this way 
lowered; patients and family members, who are more well-informed about the 
disease, feel less helpless.  A study conducted to assess the effects of family psycho 
educational intervention al compared to the standard levels of knowledge provision. 
All relevant randomized controlled trials focusing on family psycho educational 
intervention  for schizophrenia and/or related serious mental illnesses involving 
individuals or groups. Quasi-randomized trials were excluded. Data were extracted 
independently from included papers by at least two reviewers. Authors of trials were 
contacted for additional and missing data. 
   Relative risks (RR) and 95%confidence intervals (CI) of homogeneous 
dichotomous data were calculated. A random effects model was used for 
heterogeneous dichotomous data. Where possible the numbers needed to treat (NNT) 
were also calculated. Weighted or standardized means were calculated for continuous 
data. Any kind of family psycho educational intervention al intervention significantly 
decreased relapse or readmission rates at nine to 18 months follow-up compared with 
standard care (RR 0.8 CI 0.7-0.9 NNT 9 CI 6-22). Evidence from trials suggests that 
family psycho educational intervention al approaches are useful as a part of the 
treatment programme for people with schizophrenia and related illness. The fact that 
the interventions are brief and inexpensive should make them attractive to managers 
and policy makers. More well-designed, conducted and reported randomized studies 
investigating the efficacy of family psycho educational intervention  are needed.                      
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          There are hardly any randomized-controlled trials of structured family 
interventions for schizophrenia from India. family psycho educational intervention  
study attempted to evaluate the impact of a structured family psycho educational 
intervention  for schizophrenia, compared with standard outpatient treatment, on 
various patient- and caregiver-related parameters. 76 patients with schizophrenia and 
their caregiver were randomly allocated to receive either a structured family psycho 
educational intervention (n = 38) consisting of monthly sessions for 9 months or 
'routine' out-patient care (n = 38) for the same duration. Psychopathology was 
assessed on monthly basis. Disability levels, caregiver-burden, caregiver-coping, 
caregiver-support and caregiver-satisfaction were evaluated at baseline and upon 
completion. Structured family psycho educational intervention  was significantly 
better than routine out-patient care on several indices including psychopathology, 
disability, caregiver-support and caregiver-satisfaction. The family psycho 
educational intervention  package used was simple, feasible and not costly. Structured 
family psycho educational intervention  is a viable option for treatment of 
schizophrenia even in developing countries like India. 
           The different models of family psycho educational intervention share the 
general goals of reducing relapses and improving the quality of life of patients and 
their family members by: providing the whole family with information about 
diagnosis, symptoms, signs, etiology, course and treatment, including medications and 
the management of their side effects; improving communication patterns within the 
family; enhancing the family‘s problem-solving and coping strategies; encouraging 
relatives‘ involvement in social activities outside the family; and focusing on the 
management of practical daily issues. The models mainly differ in program elements, 
including: the location of service provision (i.e., home, clinic, outpatient unit and 
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hospital); the length of the intervention; the type of involved professionals; the 
content emphasized and the information provided; the focus on problem-solving, 
communication skills or behavioral management; the use of a single versus multiple-
family approach; the involvement of relatives; and the way the information is 
delivered.                          
            In spite of the evidence of their efficacy, family psycho educational 
intervention family interventions are not commonly applied in clinical practice. In a 
study carried out in several European countries, the proportion of families who had 
ever received a family psycho educational intervention al intervention ranged from 0 
to 15% .Studies which have attempted to introduce these interventions into routine 
clinical settings reported that only 7 to 27% of trained staff put the skills learnt into 
practice ,and that the average number of families seen by each therapist in the year 
after the training ranged from 1.4 to 1.7 .One of the factors influencing the 
dissemination of these interventions in mental health services has been found to be the 
availability of training courses and supervision for the staff . 
            The original trial of the Clinician-Based Cognitive Family psycho educational 
intervention  for Families involved over 100 families randomized to two active 
conditions (group discussions or the family talk intervention) in Boston, 
Massachusetts; after 4.5 years sustained effects were seen in both groups. Another 
randomized trial was conducted with low-income, single-parent mothers in 
Dorchester, Massachusetts, and an open-trial replication were conducted with Latino 
families at Children's Hospital in Boston. Clinician-Based Cognitive . 
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 Family psycho educational intervention  for Families has been implemented in 
Holland as a regular part of prevention practice with two 2-day training seminars 
every year. In Finland, the approach has been employed for countrywide use, with 
over 650 clinicians and 80 master trainers trained since 2001. The intervention has 
been selected for countrywide implementation in Norway. Principles of the program 
have been used in Head Start and Early Head Start. 
                A study conducted to assess the effectiveness of a group psycho-educational 
program on family caregiver for patients with schizophrenia and mood disorders.  
This randomized controlled trial was performed on 100 caregiver for patients with 
mental disorders attending the Isfahan Behavioral Sciences Research Center (IBSRC), 
in Isfahan, Iran. One hundred family caregiver of patients with schizophrenia (n=50) 
and mood disorders (n=50) were selected and assigned randomly to either a psycho-
educational group intervention or routine care in each diagnosis category. The 
caregiver were followed for 3 months. Caregiver burden was assessed significantly 
for the group that participated in the psycho-educational program, while scores in the 
control group did not change significantly. This group disorders in the Iranian 
population. This group intervention program may improve the quality of life of 
patients and caregiver by improving the standards of care giving. 
1.2 STATEMENT OF PROBLEM 
 ―A Study to assess the effectiveness of family psycho educational intervention on 
caregiver burden among primary caregiver of schizophrenia clients admitted in  
Government Rajaji Hospital at Madurai.‖ 
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1.3 OBJECTIVES OF THE STUDY 
1. To assess the pretest level of caregiver burden among primary caregiver of 
schizophrenia clients admitted in  Government Rajaji Hospital at Madurai. 
2. To evaluate the effectiveness of  Family  psycho educational intervention  
among the primary caregiver of schizophrenia clients admitted in  Government 
Rajaji Hospital at Madurai. 
3. To associate the post test level of caregiver burden among the primary 
caregiver of schizophrenia clients with their selected  socio demographic 
variables. 
1.4 HYPOTHESES 
 H1  There is a significant difference between the pretest score and post test score 
 of family psycho educational intervention on caregiver burden among primary 
 caregiver of schizophrenia Clients. 
H2 :  There is a significant association between  the post test  level of caregiver  
 burden with their selected socio demographic variables 
1.5 OPERATIONAL DEFINITION: 
Effectiveness: 
 In this study it refers to the outcome of  family  psycho educational 
intervention and its caregiver burden of primary caregiver of schizophrenia clients as 
measured by caregiver burden scale.  
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Family psycho educational intervention    
In this study,  it refers to the items listed in the structured interview and 
educating schedule, in order to elicit the primary caregiver  response on increasing 
patient and family knowledge about disease, better adjustment  illness, Treatment and 
Drug compliance., Reducing relapses, Re-hospitalization,  communication and 
facilitating problem solving skills, effective way to express emotion, relaxation 
methods.  
Primary caregiver; 
 In  this  study caregiver  refers  to  the  family  members  of  the  schizophrenia 
clients  who  are  with  the  clients  and  taking  care  of  them regularly 
Schizophrenia:  
 In this study it refers to individuals who are diagnosed and admitted in 
psychiatry ward, Government Rajaji Hospital, Madurai.      
1.6 ASSUMPTION 
The investigator assumes that; 
• Primary caregiver may have varying levels of Burden while caring for a 
patient with schizophrenia. 
• Assessing the caregiver burden level may enhance their foster favorable 
communication  level to  Family  psycho educational intervention   
• Understanding disease condition, problem solving skills among caregiver may 
reduce the caregiver Burden. 
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1.7 DELIMITATION 
• This study was imited to only the care giver of schizophrenia clients admitted 
at Government Rajaji Hospital only. 
•  Data collection period was delimited to 6 weeks. 
1.8 PROJECTED OUTCOME 
 This study will aim to assess the level of caregiver burden among primary 
caregiver of schizophrenia client in selected psychiatry ward, Govt.  Rajaji   Hospital, 
Madurai. Causes signs and symptoms, treatment and relapse, communication, 
facilitating problem solving, effective way to expressed emotion, relaxation methods 
towards the schizophrenia clients. Investigator assessing the effectiveness of family 
psycho educational intervention on caregiver burden. The family psycho educational 
intervention  could help the primary caregiver of schizophrenia clients to promote 
adequate knowledge regarding importance of communication and skills and the way to 
express emotion, relaxation methods towards  family psycho educational intervention .   
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CHAPTER –II 
2.1 REVIEW OF LITERATURE 
A review of literature is synthesis of what is known and not known 
- Nancy Burns and Susan K Grove  
LITERATURE RELATED TO CAREGIVER BURDEN AMONG 
SCHIZOPHRENIA 
 Review of literature is an essential task in the research process. It brings 
clarity to the research problem, and broadens the knowledge base in the research area.
 Review of literature is a systematic identification, location, scrutiny and 
summary of written material that contain vital and essential information on the 
research problem. 
 Review of literature in this study is organized under the following sections. 
Section-A   Studies related to the caregiver burden among the primary caregiver of                               
  Schizophrenia clients.                                         
Section-B:  Studies related to the effect of family psycho educational intervention  
  on caregiver                     
Section-C:  Studies related to the effect of family psycho educational intervention   
  on caregiver burden among the primary caregiver of schizophrenia  
  clients.  
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LITERATURE RELATED TO THE CAREGIVER BURDEN 
AMONG THE PRIMARY CAREGIVER OF  SCHIZOPHRENIA 
CLIENTS 
 Falloon and Pederson (2012) conducted a randomized controlled trial study 
to evaluate Depressive Disorders among caregiver of schizophrenic patients and its 
relationship with burden of care and perceived stigma Sixty primary caregiver of 
patients with schizophrenia, and 30 healthy non-caregiver as a control group. Both 
groups were screened for depressive symptoms using the Center of Epidemiological 
Studies for Depression Scale. Diagnosis of Depressive Disorders was made according 
to DSM-IV-TR criteria. The Caregiver Strain Index and the Discrimination-
Devaluation Scale were administered to the caregiver. The results indicate that 
Depressive Disorders were higher among caregiver (18.33%) than control group 
(3.33%) with (p ‹0.05). Depressive Disorders were correlated with burden of care and 
perceived stigma. Depressive symptoms were associated with increased number of 
hours per week for providing care, older age of the caregiver and duration of care 
giving. 
 Scheltens P (2011) conducted a cross – sectional study to evaluate the 
association between caregiver‘s burden and psychological distress and to estimate the 
prevalence of  Schziophernia among the caregiver. 40 caregiver participated and 
assessed by Zarit Burden Scale and GHQ – 28 to evaluate psychological distress. 
Convenient sampling technique was used. The result of the study showed that 80.7% 
of caregiver had high level of  burden 
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 Chien,W.T., Norman,I. (2011) conducted a longitudinal study to assess the 
subjective burden of husbands or wives in the care of clients with Schziophernia. 158 
caregiver participated and selected by convenient sampling technique. Zarit Burden 
Assessment Scale was administered to caregiver of clients with Schziophernia. The 
findings of the study revealed that among spouses, 62% of wives were having more 
burden than husbands. 
 Dr. Kam-shing Yip  (2011) conducted a descriptive study to investigate the 
burden experienced by families providing care to a relative with Schziophernia 172 
caregiver were participated in the study. Convenient sampling technique was used. 
Data collected by using Burden Interview Scale, Behaviour Memory Problem 
Checklist, Depression Scale and Ways of Coping Questionnaire. The results showed 
that 68.02% of caregiver were highly burdened and 65% of caregiver exhibited 
depressive symptoms. 
 McFarlane and colleagues  (2010) conducted a cross – sectional study to 
evaluate the association between caregiver‘s burden and psychological dis) conducted 
a epidemiological study on identifying a target group depression among caregiver of 
clients with Schziophernia in Netherlands. 525 caregiver participated who were 
selected by convenient sampling technique. Depression scale was administered to the 
caregiver. The findings of the study revealed that 62% caregiver had increased risk for 
depression and psychological distress.  
 Aizcorbeurrozc Ashraf Ray(2010), conducted a randomized controlled trial 
study to evaluate Depressive Disorders among caregiver of schizophrenic patients and 
its relationship with burden of care and perceived stigma Sixty primary caregiver of 
patients with schizophrenia, and 30 healthy non-caregiver as a control group. Both 
33 
 
groups were screened for depressive symptoms using the Center of Epidemiological 
Studies for Depression Scale. Diagnosis of Depressive Disorders was made according 
to DSM-IV-TR criteria. The Caregiver Strain Index and the Discrimination-
Devaluation Scale were administered to the caregiver. The results indicate that 
Depressive Disorders were higher among caregiver (18.33%) than control group 
(3.33%) with (p ‹0.05). Depressive Disorders were correlated with burden of care and 
perceived stigma. Depressive symptoms were associated with increased number of 
hours per week for providing care, older age of the caregiver and duration of care 
giving. 
 Chien,W.T., Norman,I.  (2009) The effectiveness and active ingredients of 
mutual support groups for family caregiver of people with psychotic orders: Twenty-
five research studies were selected for inclusion in the analysis on the basis that they 
were either family led or professional-facilitated support group    programmes for 
family caregiver of people with schizophrenia or other psychotic disorders. The 
review identified that most studies on this group programme used qualitative, 
exploratory cross-sectional surveys and quasi-experimental study designs (ná=á19); 
six were experimental studies or randomised controlled trials. There were only a few 
small-scale, single-centre controlled trials with the findings supporting the significant 
positive effects of mutual support groups on families‘ and patients psychosocial well-
being. A number of non-experimental studies conducted in Western countries 
reported benefits of group participation up to 1 year, such as increased knowledge 
about the illness, reduced burden and distress, and enhanced coping ability and social 
support. However, many of these studies lacked rigorous control and did not use 
standardised and valid instruments as outcome measures or schedule follow-up to 
34 
 
examine the long-term effects of support groups on families and/or patients at (p < 
0.05)level 
 Christiane roick, dirk heider, (2006), conducted a comparitive study to 
analyse whether family burden is affected by national differences in the provision of 
mental health services. Patients with schizophrenia and their key relatives were 
examined in Germany (n=333) and Britain (n=170). Differences in family burden in 
both countries were analysed with regression models controlling for patient and 
caregiver characteristics. The total mean IEQ burden score of caregiver was 43.2 
(s.d.=13.0) in Germany and 46.1 (s.d.=16.8; P=0.087) in Britain. Results indicate that 
family burden was associated with patients‘symptoms, male gender, unemployment 
and marital status, as well as caregiver‘coping abilities, patient contact and being a 
patient‘s parent. However, even when these attributes were controlled for, British 
caregiver reported more burden than German caregiver. 
 Christine A. Harrison, ((1988), conducted a cross - sectional study on 
caregiver burden in Schizophrenia. 322 ambulatory outpatients with a diagnosis of 
Schizophrenia, those caregiver were participated as sample who were selected by 
convenient sampling technique. Burden Interview, caregiver distress scale, was 
administered. The findings of the study revealed that 60% of caregiver had severe 
behavioural disturbances, and psychiatric symptoms. 
 Mark Dadds,((1988),conducted a descriptive study to examine Relationships 
between patients‘ negative symptoms, family caregiver‘ knowledge of schizophrenia, 
caregiver‘ attributions about the cause of patients‘ symptoms, and caregiver‘ response 
to the symptoms among the sample of 84 caregiver of patients with schizophrenia in 
Brisbane, Australia, Patients were assessed using the Positive and Negative Syndrome 
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Scale (PANNS),were interviewed using a structured format and measures designed 
for the study, Results of regression analyses indicated that three variables significantly 
predicted caregiver‘ criticism of patients—a smaller proportion of negative symptoms 
in the patient‘s overall symptom pattern, the caregiver‘s low level of knowledge about 
the illness (R=.42, R2=.18, F=5.69, df=3,80, p<.01)., and the caregiver‘s attributing 
the cause of negative symptoms to the patient‘s personality rather than to the illness. 
LITERATURE RELATED TO THE EFFECT OF FAMILY PSYCHO 
EDUCATIONAL INTERVENTION  ON CAREGIVER  BURDEN.               
 Rosenheck R (2009 )aimed to teach families effective problem-solving and 
communication skills. An individualized assessment of each family's needs and 
strengths was first conducted. In-home sessions, which included the patient, initially 
provided education, but then focused on problem-solving skills. Multifamily groups 
were conducted at the hospital after the first 9 months of in-home sessions. The study 
randomized 36 schizophrenia patients living with high-EE families to family or 
individual management and provided 9- and 24-month followups. Patients in the 
family therapy group had significantly lower relapse rates. (At 9 months: 1/18 family 
patients and 8/18 individual patients relapsed; p < 0.01).  
 Nils Berglund,  (2008), studied 103 schizophrenia patients with at least one 
high-EE relative who were randomized to receive social skills training and family 
psychoeducation, social skills training only, family psychoeducation only, and 
medication only. The family treatment sequentially focused on building an alliance 
with the family; providing concrete information and management suggestions and 
building a support network with other families at a 1-day survival skills workshop; 
and  applying workshop skills in individual family therapy with the patient included. 
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At a 2-year followup of those who received treatment, 25 percent of patients receiving 
both psychosocial treatments had relapsed, 29 percent of patients receiving family 
treatment had relapsed, and 62 percent of patients in the control group had relapsed, 
showing a significant family treatment effect (p < 0.01). 
 Scheltens P   (1995) studied 83 schizophrenia inpatients who had lived with a 
relative for 3 months before admission and who intended to return to live with that 
relative. Patients from families with high-EE were randomized to behavioral 
treatment (enactive and symbolic), education only, and routine treatment. Patients 
from families with low-EE were randomized into education only and routine 
treatment cells. After 2 years, 33 percent of patients in behavioral treatment groups 
had relapsed compared with 59 percent from the high-EE control group and 33 
percent from the low-EE control group. Follow ups of patients at 5 and 8 years 
showed persistently lower relapse rates for patients who received the family 
intervention. At 5 years, the relapse rate in the intervention condition was 13 out of 21 
patients (62%); in the control condition it was 20 out of 24 patients (83%). 
Comparable relapse rates at 8 years were 14 out of 21 patients (67%) and 21 out of 24 
patients (88%) for the same groups, respectively. 
 Mari and Streiner (1994) conducted a meta-analysis of the effect of family 
interventions on relapse evaluated the effect of family interventions on relapse in two 
analyses. In the first, they included only subjects who completed the interventions. In 
the second, they conducted an "intent-to-treat" analysis, including all subjects who 
were referred. For this analysis, they made conservative assumptions; all patients lost 
to followup in the experimental condition were assumed to have relapsed, and all 
patients in the control condition were assumed not to have relapsed. The total number 
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of patients included in the six trials was 350 (181 in the control group and 169 in the 
experimental group). Pooled data of those who completed the study showed that 
family intervention had a significant effect on the reduction of relapse at followups at 
6 months (p < 0.05). 
 McFarlane and colleague s (1994) attempted to replicate their pilot study 
comparing psychoeducational multifamily and single-family groups in a six-site 
randomized trial -- the New York State Family Psychoeducation in Schizophrenia 
Project. A total of 172 DSM-III-R (American Psychiatric Association 1987) 
schizophrenia patients at six New York State public hospitals with broad geographic 
repostsentation were randomly assigned to single- or multiple-family 
psychoeducational treatment. Patients were living with their family of origin or had at 
least 10 hours per week of family contact. Authors emphasized that the intervention 
was not conducted in a protected research environment and was offered to a less 
restricted and more typical sample of schizophrenia patients. Families in both 
conditions were assigned to a family clinician who was a case coordinator, educator, 
group leader, and liaison. Eligible subjects also had to attend at least three treatment 
engagement sessions, the formal educational program, and one subsequent treatment 
session. As in the earlier pilot study, initial engagement and educational sessions with 
families were followed by biweekly single-family clinician sessions or multiple-
family group sessions aimed at problem solving for the 2 years of the study. The 
multiple-family group aimed to extend the social network of the patient and the 
family and to reduce the isolation and stigma caused by mental illness. 
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 Ashraf Mohamed Ali El-Tantawy1, Yasser Mohamed Ray (1899), 
conducted a randomized controlled trial study on Effectiveness of Psychoeducation 
and Mutual Support Group Program for Family Caregiver of Chinese People with 
Schizophrenia among sample of 68 Chinese families of schizophrenia sufferers in 
Hong Kong, who were randomly assigned to either a family psychoeducation and 
support group (n = 34), or a routine care group (n = 34). The interventions were 
delivered at two psychiatric outpatient clinics over a nine-month period. Results of 
multivariate analyses of variance test indicated that the family psycho educational 
intervention  and support group reported greater improvements on family and patient 
functioning [F (2, 95) = 4.68, p < .01]and shorter lengths of patient hospitalizations at 
the two post-tests (one month and one year after completion of the intervention), 
compared with the routine care group. The findings substantiate that within a Chinese 
context, family psycho educational intervention  and mutual support group 
intervention can effectively help families care for a mentally ill relative. 
 Mao-Sheng Ran · Meng-Ze Xiang · Cecilia Lai-Wan Chan · Julian Leff · 
Peggy Simpson · Ming-Sheng Huang · You-He Shan · Si-Gan Li (1985) 
Effectiveness of family psycho educational intervention  for rural Chinese families 
experiencing schizophrenia A randomized controlled trial The aim of this study was 
to explore the characteristics and efficacy of psychoeducational family intervention 
for persons with schizophrenia in rural China.  A cluster randomizxed controlled trial 
of psychoeducational family intervention for families experiencing schizophrenia 
(three groups, 326 cases) was conducted in Xinjin County,Chengdu. Treatment 
groups consisted of family intervention and medication, medication alone, and a 
control. The results showed a gain in knowledge, a change in the relatives ‘caring 
attitudes towards the patients, and an increase in treatment compliance in the family 
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psycho educational intervention al family intervention group (p<0.05, 0.001).Most 
importantly, the relapse rate over 9 months in this group (16.3 %) was half that of the 
drug-only group (37.8 %), and just over one-quarter of that of the control group (61.5 
%) (p<0.05). Antipsychotic drug treatment and families ‘attitudes towards patients 
after the 9-month follow- up were significantly associated with clinical outcome 
(p<0.05). 
LITERATURE RELATED TO THE EFFECT OF FAMILY PSYCHO 
EDUCATIONAL INTERVENTION  ON CAREGIVER BURDEN AMONG 
THE PRIMARY CAREGIVER OF SCHIZOPHRENIA CLIENTS  
 Farkhondeh Sharif, Maryam Shaygan and Arash Man (2012), conducted a 
randomized controlled trial study on effectiveness of family psycho-education in 
reducing patients‘ symptoms and on family caregiver burden. Seventy Iranian 
outpatients with a diagnosis of schizophrenia disorder and their caregiver were 
randomly allocated to the experimental (n = 35) or control groups (n = 35). Patients in 
the experimental group received antipsychotic drug treatment and a psycho-
educational program was arranged for their caregiver. The psycho-educational 
program consisted of ten 90-min sessions held during five weeks (two session in each 
week). Each caregiver attended 10 sessions (in five weeks) At baseline, immediately 
after intervention, and one month later. Validated tools were used to assess patients‘ 
clinical status and caregiver burden. Compared with the control group, the case group 
showed significantly reduced symptom severity and caregiver burden both 
immediately after intervention and one month later. The mean scores at time 0 
(baseline) and time 2 (one month post-intervention) indicated that the experimental 
group had improved steadily in the global BPRS score (P < 0.037) and family burden 
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(P < 0.0001). . The  results suggest that even a short-term psycho-educational 
intervention for family members of patients with schizophrenia can improve the 
outcomes for patients and their families. In addition, our results showed a correlation 
between symptoms of schizophrenia and family burden. 
 Hogarty (2002), conducted a randomized controlled trial study on the effect 
of psycho-educative family therapy on the self-assessed burden in families in which 
one member has suffered from relapse of schizophrenia or a schizoaffective 
syndrome, 31 families in which one family member suffered from schizophrenia or a 
schizoaffective syndrome. Of these, 14 families underwent a psycho-educative intervention 
programme called BFT (Behavioural Family Therapy). The remaining 17 families, i. e. the 
contrast group, received conventional family support. The intervention was initiated within 24 
h after the patient/family member was admitted to a psychiatric ward due to relapse of the 
psychotic disorder. The intervention continued until the patient was discharged from hospital. 
Falloon's Distress Scale and Attitude Scale were used in the families' self-assessments of 
burden and attitude towards continuing to take care of the patient, respectively. The self-
assessments were performed on three occasions: 1) on the day of admission to the ward, or 
the day after; 2) 4–5 weeks after admission; and 3) on the day of discharge, or the day after. 
Medication doses were registered upon admission and at the time of discharge. The results 
suggest that BFT, when provided to schizophrenic patients and their families during a 
hospitalisation period caused by a psychotic relapse, reduces the feeling of burden in these 
families. Likewise, the families' attitude towards continuing to take care of the patients was 
influenced in a positive way. 
 Leff and colleagues (1990) randomly assigned 24 patients with schizophrenia 
who had lived with their relatives for at least 3 months before admission, had at least 
35 hours per week of face-to-face contact with family members, and had high EE to a 
treatment-as-usual control group or a family intervention package. The family 
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intervention included a home-based psychoeducational program, a multifamily 
support group, and a home-based family therapy. At 9 months, 1 patient (8%) from 
the treatment group relapsed as opposed to 6 patients (50%) in the control group (p < 
0.05).  
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2.2 CONCEPTUAL FRAME WORK 
  A framework is a brief explanation of theory or those portions of a theory 
which are to be tested in a quantitative study. A conceptual framework is one that 
presents logically constructed concepts to provide general explanation of relationship 
between the concepts of the research study; they are usually constructed by using 
researcher‘s own experiences, previous research findings, or concepts of several 
theories or models. 
 Conceptual framework facilitates communication and provides for a systemic 
approach to nursing research, education, administration and practice. The conceptual 
framework selected for this research study was based on Imogene M. King‘s 
―Transaction model‖ 
 The theory focus on interpersonal systems reflects King‘s belief that the 
practice of Nursing is differentiated from that of other health profession by what 
Nurses do with and for individual. The major elements of the theory are ―in the 
interpersonal systems in which two people, who are usually strangers, come together 
in a health care organization to help and be helped to maintain a state of health that 
permits functioning in roles. 
The concepts of the theory are perception, action, interaction and transaction. These 
concepts are interrelated in every Nursing situation. These terms are defined as 
concepts in the conceptual framework. 
 Perception: Perception is each person‘s representation of reality the elements of 
perception are importing of energy from the environment and organizing it by 
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information, transforming energy, processing information storing information and 
exporting information in the form of overt behaviors. 
In this study, investigator perceives that there is lack of knowledge and proper attitude 
regarding care of schizophrenia among primary caregiver of schizophrenia clients. 
Primary caregiver have a varied perception towards schizophrenia and have excessive 
burden to give care to them 
Action: Action refers to the activity to achieve the goal what the individual perceives. 
In this study, it is a mutual goal setting to reduce primary care giver burden. 
Investigator prepares family psycho educational intervention  and caregiver burden 
scale to assess the caregiver burden.  
Interaction:  Interaction refers to the perception and communication between a 
person and the environment or between two or more persons. In this study the 
investigator administers family psycho educational intervention  primary caregiver of 
schizophrenia clients for 45 minutes. 
Transaction: Transaction is a process of interaction in which human beings 
communicate with the environment to achieve the goals that are evaluated and directs 
human behavior.  In this study there is a gain in knowledge and attitude  regarding 
schizophrenia and lowering the caregiver burden of primary caregiver of 
schizophrenia clients. 
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CHAPTER- III 
RESEARCH METHODOLOGY 
 Research methodology is the overall plan for addressing the research problem 
and it covers multiple aspects of study‘s structure.  It acts as a guide for planning, 
implementation and analysis of the study. It includes the descriptions of the research 
approaches, research design dependent and independent variables, sampling design, 
description of the tool, pilot study, and a planned format for data collection and a plan 
for data analysis. 
3.1RESEARCH APPROACH 
 The research approach used for this study is quantitative approach. This study 
consists of pre test, family psycho educational intervention   and post test method. 
3.2 RESEARCH DESIGN 
 The research design selected for this study is Pre experimental ( one group pre 
test- post test )design.   
GROUP PRE TEST              
O1 
INTERVENTION 
X 
POST TEST 
O2 
 
Pre experimental  
Group 
Post test to assess 
the caregiver 
burden among 
primary caregiver 
of schizophrenia 
clients by 
caregiver burden 
scale . 
Family psycho 
educational 
intervention  was 
given 45minutes, 
daily  for 6 
consecutive days. 
Post test to 
determine the level 
of caregiver burden 
of primary 
caregiver of 
schizophrenia 
client  by using the 
same tool. 
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3.3.RESEARCH VARIABLES 
           Variables are characteristics that vary among the family psycho educational 
intervention  being intervention. 
Independent variable:  
 Family psycho educational intervention   
Dependent variable:   
 Caregiver burden among primary caregiver of schizophrenia clients 
Demographic Variable:  
           Age, education, place of domicile, occupation, income, marital status, 
Religion, Number of children, Type of family, Duration of suffering schizophrenia..  
3.4 SETTING OF THE STUDY 
  The study was conducted in Government Rajaji Hospital, Psychiatry 
Ward,Madurai.20. This setting is within the same campus to college of nursing This 
setting was selected based on acquaintance of the investigator with the institution, 
feasibility of conducting the study, availability of the sample, permission and 
proximity of the setting to investigation.  
3.5 POPULATION 
           The population of the study was primary caregiver of schizophrenia clients. 
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TARGET POPULATION 
                Target population is primary caregiver of schizophrenia clients 
ACCESSIBLE POPULATION 
 The Accessible population comprised of Primary caregiver of schizophrenia 
clients who were  admitted in  Government Rajaji Hospital at Madurai. 
3.6 SAMPLE 
  The sample of this was primary caregiver of schizophrenia clients admitted in  
Government Rajaji Hospital at Madurai and those who fulfilled the inclusion criteria 
3.7 SAMPLE SIZE 
 The sample size of the study was 60 primary caregiver of schizophrenia client 
admitted in  Government Rajaji Hospital at Madurai. 
3.8 SAMPLING TECHNIQUE: 
 60 primary caregiver of schizophrenia clients were selected by Purposive 
sampling technique. 
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3.9 CRITERIA FOR SAMPLE SELECTION  
INCLUSION CRITERIA 
 Male and Female primary caregiver of schizophrenia clients, admitted in 
Government-Rajaji  Hospital, Madurai. 
• Primary caregiver those who understand either Tamil or English. 
• Primary caregiver who were available at the time of data collection. 
EXCLUSION CRITERIA 
• Primary care giver of schizophrenia clients those who were not willing to 
participate in the study. 
• Primary care giver of schizophrenia clients who were ready for discharge of 
the day of data collection. 
• Primary caregiver of schizophrenia clients who were not co-operative. 
3.10 DEVELOPMENT AND DESCRIPTION OF TOOL 
 After extensive review of literature and discussion with the experts and with 
the researcher‘s personal and professional experience caregiver burden scale was used 
to assess the caregiver burden  
The tool for data collection consists of 2 parts. 
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PART - I 
Section A- Consisted of Socio demographic variables such as  Age ,Education, Place 
of domicile, Occupation, Income, Marital Status, Religion, Number of children, Type 
of family, Duration of suffering illness . 
Section B- Care Giver Burden Scale 
3.11 SCORING PROCEDURE AND SCORING KEY 
Section A:  Caregiver burden scale (CG‘BS by R.THARA 1995 WHO) 
Section B: Caregiver burden scale (CG‘BS) – a 20 item questionnaire rated on a 3 point 
scale:  
 Scores were calculated as followed negative items;1,3,4,5,13,16,19                                                                                       
(3) not at all ,(2)to some extent (1)very much are scored in reverse in valent. 
 The positive items ;2,6,7,8,9,10,11,12,14,15,17,18,20 (1)not at all (2)to some 
extent(3)very much are scored in reverse in valent. 
SCORING: 
          Level of scoring                       Interposttation 
      HIGHER IN VALUE                                        40<60 
      LOWER  IN VALUE                                 20<41 
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3.12 VALIDITY AND RELIABILITY OF THE TOOL 
     In order to measure, the content was validated by 5 experts in the field of 
psychiatry, psychology and psychiatric nursing; Based on the validity suggestion the 
test was finalized. This same test was used for the pilot study in this same to assess 
the study. The result of the pilot study evidenced that, there was a significant increase 
the level of caregiver burden after the family psycho educational intervention . 
 The reliability of the tool for caregiver burden questionnaire was assessed by 
test – retest method. The reliability score was r= 0.88 hence the tool was reliable and 
was used in the study. 
3.13 PILOT STUDY 
 The pilot study was conducted at Psychiatric ward Government Rajaji 
Hospital Madurai. 
Pilot study was conducted in the month of   August (01.08.2013 to 07.08.13) 
for a period of one week. The researcher selected 10 subjects using (non- probability) 
purposive sampling method, who fulfilled the inclusion criteria as samples. Verbal 
and written consent was obtained from the subjects for taking part in the study. The 
posttest was given to the samples on the day ‗1‘ The post test was conducted on the 
day ‗6‘. 
Findings of the pilot study revealed that the study was feasible and practicable 
to conduct the main study in Psychiatric ward Government Rajaji Hospital Madurai. 
The data collection for the main study was planned to be done by excluding the 
samples in the pilot study. It revealed that there was a significant difference between 
the post test and post test scores on caregiver burden among primary caregiver of 
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schizophrenia clients. The caregiver burden level is lower after the family psycho 
educational intervention  .   
 3.14 PROCEDURE FOR DATA COLLECTION  
Prior to data collection necessary permission was obtained from the ethical 
committee, HOD of psychiatry Department, Government Rajaji Hospital,Madurai.20. 
The data collection period was for  6 weeks from 01.9.2013 to 15.10.2013.  The 
investigator divided the 60 caregiver  in to four groups among each group have 15 
caregiver .Following the assessment, one week of family psycho educational 
intervention  was  administered for each group All the subjects were makes attend the 
family psycho educational intervention   disease, treatment and drug compliance, 
Reducing relapses, Re-hospitalization, communication and problem solving skills, 
effective way to express emotion, Family psycho educational intervention  was given 
Every day for 45minutes for six consecutive days by group discussion. After 6
th
 day 
the whole content was summarized then post test was conducted on 6
th
 Day to assess 
the caregiver burden using the same scale.. 
Day1 –Introduction was given about the study for understand the   schizophrenia, 
symptoms, cause session was given with video clips for 45minutes. 
Day2 - Review the previous day topic content for 5 minutes. Issuing next content 
medication, side effect and signs of relapse and relapse prevention was conducted 
with flash cards for 45 minutes. 
Day3 - Review the previous day topic content for 5 minutes. Issuing next content 
were COMMUNICATION was explained with Booklet for 45minutes. 
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Day4 – Review the previous day topic content for 5 minutes. Issuing next topic 
content PROBLEM SOLVING SKILLS was explained with Booklet for 45minutes 
Day5 -     Review  previous day topic content for 5 minutes. Issuing next topic 
content EFFECTIVE EXPRESSED EMOTION session was given with video clips 
for 45minutes. 
Day6 -    Review previous day topic content for 5 minutes. Issuing next topic content 
 RELAXATION TECHNIQUE session was given with flashcards and teaching. for 
45minutes. 
 Overall topic content discussed for other 45 minutes and post test were conducted. 
      1.   I session                 -      Disease condition, signs and symptoms, causes 
       2.   II session              -      Treatment, side effect and signs of relapse, relapse 
                                                   Prevention. 
      3.   III session               -     Communication 
      4.   IV session               -     Problem solving skills 
      5.    V session               -      Effective expressed emotion 
      6.   VI session              -     Relaxation technique after 6 day the whole content 
          was Summarised and Post Evaluation   conducted. 
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PARTICIPATING STUDENTS IN EACH GROUP PER WEEK 
INTRODUCTION                -    5MINS 
ISSUING CONTENT           -    DISEASE CONDITION,SIGNS AND   
                                                  SYMPTOMS,CAUSES  
DAY-I 
REVIEW                              -    5MINS 
 ISSUING CONTENT          -   TREATMENT,SIDE EFFECT    
DAY-2 
REVIEW                              -    5MINS 
ISSUING CONTENT          -    COMMUNICATION 
DAY-3 
REVIEW                              -    5MINS 
ISSUING CONTENT          -    PROBLEM SOLVING SKILLS                                                 
 
DAY-4 
REVIEW                              -    5MINS 
ISSUING CONTENT          -    EFFECTIVE EXPRESSED EMOTION         
DAY-5 
REVIEW                              -    5MINS 
ISSUING CONTENT             -     RELAXATION TECHNIQUES  AFTER 6                                                      
          DAY THE WHOLE                                                                                                
          CONTENT WAS SUMMARISED AND                                                       
          POST EVALUATION TEST     
           CONDUCTED.                                           
DAY-6 
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3.15 PLAN FOR DATA ANALYSIS: 
 Data analysis is the process of organizing and synthesizing the data so as to 
answer research questions and test hypothesis. Data collection is followed by analysis 
and interpretation of data where the collected data are analyzed and interpreted in 
accordance with the study objectives. It involved the use of statistical procedures to 
give an organization and meaning to the data. Descriptive and inferential statistics 
used for data analysis. To compute the data, a master sheet was prepared by the 
investigator. 
Descriptive statistics 
1. Frequency and percentage distribution was used to analyze the Baseline 
variable  
2. Mean and standard deviation  was used to analyze the  pretest and post test  
   caregiver burden among primary caregiver of schizophrenia clients 
Inferential statistics 
1. Paired t‘ test was used to compare pretest and post test level of caregiver 
burden  
2. Chi-square analysis used  to find out the association of post test level of 
caregiver burden with selected Baseline variables 
3.16 PROTECTION OF HUMAN RIGHTS 
 The investigator obtained approval from dissertation committee, The 
Government Rajaji hospital ethical committee, and formal written permission from 
the HOD of Psychiatric ward Government Rajaji Hospital Madurai.. Each individual 
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client was informed about the purpose of the study and confidentiality was promised 
and ensured. Both verbal and written consent was obtained from all the study subjects 
and data collected was kept confidential. The names of the subjects were not disclosed 
in any form. The client had freedom to leave the study at their will without assigning 
any reason. Anonymity was maintained throughout the study.  
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3.17 SCHEMATIC REPRESENTATION OF THE RESEARCH 
METHODOLOGY 
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CHAPTER – IV 
DATA ANALYSIS & INTERPRETATION 
 Analysis and interpretation of data is the most important phase of the research 
process, which involves the computation of certain measures along with searching for 
patterns of relationship that exists among data groups (Suresh K Sharma 2011). This 
chapter deals with analysis and interpretation of data collected from 60 primary 
caregiver of schizophrenic clients at Government Rajaji Hospital Madurai. 
ORGANIZATION OF DATA 
 The findings of the study were grouped and analyzed under the following 
sections: 
SECTION -I   
 Distribution on socio demographic variables of primary caregiver of 
schizophrenic clients 
SECTION-II    
Effectiveness of family psycho educational intervention  regarding caregiver 
burden among primary caregiver of schizophrenia clients 
SECTION-III    
Association between post test caregiver burden level with selected socio 
demographical variables 
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SECTION –I 
TABLE-1 
Distribution  of socio demographic variables of primary caregiver of schizophrenia 
clients 
 (n=60) 
SOCIO DEMOGRAPHIC VARIABLE 
FREQUENCY 
(f) 
PERCENTAGE 
(%) 
 
 
AGE 
20-30 years 
31-40 years 
41- 50 years 
51-60 years 
61yrs and above  
1 
0 
48 
11 
0 
1.67 
0 
80 
18.33 
0 
 
 
EDUCATION 
Non Formal education 
Primary 
High School 
Higher Secondary 
Degree 
32 
28 
0 
0 
0 
53.33 
46.67 
0 
0 
0 
PLACE OF 
DOMICILE  
Urban 
Rural 
60 
0 
100 
0 
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SOCIO DEMOGRAPHIC VARIABLE 
FREQUENCY 
(f) 
PERCENTAGE 
(%) 
Sub Urban 0 0 
 
 
OCCUPATION 
Labor 
Government 
Private 
Self Employment 
59 
1 
0 
0 
98.33 
1.67 
0 
0 
TOTAL INCOME 
OF FAMILY 
< 2000 
2001-5000 
5001-10000 
> 10000 
38 
22 
0 
0 
63.33 
36.67 
0 
0 
 
 
MARITAL 
STATUS  
Unmarried 
Married 
Divorced 
Separated 
1 
57 
2 
0 
1.67 
95 
3.33 
0 
 
RELIGION 
Hindu 
Christian 
60 
0 
100 
0 
60 
 
SOCIO DEMOGRAPHIC VARIABLE 
FREQUENCY 
(f) 
PERCENTAGE 
(%) 
Muslim 0 0 
 
 
NO.OF 
CHILDREN 
No Issue 
One Child 
Two Children 
> Three children  
7 
16 
27 
10 
11.67 
26.67 
45.0 
16.7 
 
TYPE OF FAMILY 
Nuclear Family 
Joint Family 
Extended Family 
41 
14 
5 
68.33 
23.33 
8.33 
 
DURATION OF 
ILLNESS  
< 1 Year 
1-3 Years 
3- 5 Years 
> 5 Years 
20 
13 
18 
09 
33.33 
21.67 
30.00 
15.00 
 Table-1reveals that Majority of the subjects 48 ( 80%) of the care givers of 
schizophrenia were in the 41-50 years age group and 11(18.33%) of the care givers of 
schizophrenia were in the 51-60 years age group and 1(1.67%) of the care givers of 
schizophrenia were in the 20-30 years age group. None of them were 60 years and 
above.  
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 Majority of the participants 32 (53.33 %) had no formal education and 28 
(46.67%) had studied up to family primary educational intervention  none of them 
were higher secondary or graduate and above .  
 All 60 (100 %) participants hailed from urban area none of them from rural or 
semi urban.  
 Majority of the subjects 59 (98.33%) were labor and 1 (1.67%) were working in 
Government organizations. 
 Majority of the subject‘s 38 (63.33%) monthly income were less than Rs.2000 and 
22 (36.67 %) were earning up to Rs2001-5000 per month. 
 Majority of the subjects 57 (95%) of subjects were married, 1 (1.67%) were 
unmarried and 2 (3.33%) were divorced. 
 All participants (100 %) were Hindus. None of them were Muslim or Christian 
religion. 
 Majority of subjects 27 (45%) had two children, 16 (26.67%) of subjects had one 
child, 10 (16.7%) had more than three children and 7 (11.67%) had no issue. 
 Among the care givers of schizophrenia majority of them 41 (68.33%) living in 
nuclear family while 14 (23.33%) living in joint family and 5 (8.33%) living in 
extended family. 
 This table shows that 20 (33.3%) duration of illness for less than 1 year period, 13 
(21.67% ) for l-3 years,18 (30%) for 3-5 years of period and 9 (15%) for more 
than 5 years. 
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DISTRIBUTION  ACCORDING TO AGE
 
Figure- 3: A Bar diagram showing distribution of primary caregiver of clients with 
schizophrenia according to their age.  
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DISTRIBUTION  ACCORDING  TO  EDUCATION
 
Figure- 4: A Bar diagram showing distribution of primary caregiver of clients 
with schizophrenia according to their education.  
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Figure- 5: A Pie chart showing distribution of primary caregiver of clients with 
schizophrenia according to their place of domicile. 
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Figure- 6: A Bar diagram showing distribution of primary caregiver of clients with 
schizophrenia according to their occupation. 
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 Figure- 7: A Bar diagram showing distribution of primary caregiver of clients 
with schizophrenia according to their total income of family. 
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Figure- 8: A Bar diagram showing distribution of primary caregiver of clients with 
schizophrenia according to their marital status. 
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Figure- 9: A Pie chart  showing distribution of primary caregiver of clients with 
schizophrenia according to their religion. 
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Figure- 10: A Pie chart  showing distribution of primary caregiver of clients with 
schizophrenia according to their number of children. 
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Figure- 11: A Pie chart  showing distribution of primary caregiver of clients with 
schizophrenia according to their type of family. 
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Figure- 12: A Pie chart  showing distribution of primary caregiver of clients with 
schizophrenia according to their type of family. 
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SECTION II 
TABLE : 2 
                                  DISTRIBUTION OF SUBJECTS  
    ACCORDING TO THEIR CAREGIVER BURDEN LEVEL.  
Level of caregiver 
burden 
Pre test Post test 
Frequency 
(f) 
Percentage 
(%) 
Frequency 
(f) 
Percentage 
(%) 
Low caregiver burden  
level 
16 26.67 36 60 
High caregiver burden  
level 
44 73.33 24 40 
Total  60 100 60 100 
In the pretest The data collection period was for  6 weeks from 01.9.2013 to 
15.10.2013.  The investigator divided the 60 caregiver  in to four groups among each 
group have 15 caregiver .Following the assessment, one week of family psycho 
educational intervention  was  administered for each group All the subjects were 
makes attend the family psycho educational intervention   disease, treatment and drug 
compliance, Reducing relapses, Re-hospitalization, communication and problem 
solving skills, effective way to express emotion, Family psycho educational 
intervention  was given Every day for 45minutes for six consecutive days by group 
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discussion. After 6
th
 day the whole content was summarized then post test was 
conducted on 6
th
 Day to assess the caregiver burden using the same scale.. 
Where as in the post test  after family psycho educational intervention  
majority of primary caregiver 60% of primary caregiver had low level care givers 
burden, and the remaining 40% participant had high level of caregiver burden. 
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 Figure- 12: A Cylinder diagram showing distribution of subjects according to 
their caregiver burden level. 
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SECTION – III 
Table : 3 
EFFECTIVENESS OF FAMILY PSYCHO EDUCATIONAL 
INTERVENTION   ON CAREGIVER BURDEN AMONG PRIMARY 
CAREGIVER OF SCHIZOPHRENIA CLIENTS 
Variable  Mean Mean Difference SD “t”-Value P-Value 
Post-Test 43.48 
6.37 
8.49 13.11* 
 
(2.000) 
0.05 
Post-Test 37.12 7.15 
* - Significant at 0.05 level 
 The above table showed that the Mean Pre test and Post test  was 43.48 and 
37.12 respectively and Standard Deviation was 8.49 and 7.15 respectively.  The Mean 
difference was 6.37. The paired ―t‖ test value was 13.11. The Calculated value was 
greater than the table value (2.000), there was a significant difference between the pre 
test and post test caregiver burden level, this difference might be due to the family 
psycho educational intervention also this difference was purely by chance and not by 
choice. Hence it was inferred that family psycho educational intervention   was 
effective on caregiver burden levels among the primary caregiver of clients with 
schizophrenia. 
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EFFECTIVENESS OF FAMILY PSYCHO EDUCATIONAL 
INTERVENTION   ON CAREGIVER BURDEN AMONG PRIMARY 
CAREGIVER OF SCHIZOPHRENIA CLIENTS 
 
Figure. 14: A Cylinder diagram showing Effectiveness of Family psycho educational 
intervention   on caregiver burden levels among the primary caregiver of clients with 
schizophrenia. 
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SECTION-  IV 
Table No: 4 
 ASSOCIATION BETWEEN POST TEST LEVEL OF CAREGIVER 
BURDEN LEVELS AMONG THE PRIMARY CAREGIVER OF CLIENTS 
WITH SCHIZOPHRENIA AND THEIR SELECTED SOCIO DEMOGRAPHIC 
VARIABLES 
Socio demographic variables 
High burden Low burden 
χ2 
f % f % 
Age (in years): 
20 yrs to 30 yrs 
31yrs to 40 yrs 
41yrs to 50 yrs 
51yrs to 60 yrs 
60yrs and above 
 
1 
- 
13 
2 
-- 
 
1.7 
- 
21.7 
3.3 
- 
 
0 
0 
35 
9 
- 
 
0 
0 
58.3 
15 
- 
 
 
3.16 
 
Education : 
No formal education 
Primary education  
Higher secondary  
Graduate and above  
 
11 
5 
- 
- 
 
18.3 
8.3 
- 
- 
 
21 
23 
- 
- 
 
35 
38.3 
- 
- 
 
 
9.84* 
 
Place of domicile: 
Urban  
Rural   
Sub urban  
 
16 
- 
- 
 
26.7 
- 
- 
 
44 
- 
- 
 
73.3 
- 
- 
 
0.074 
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Socio demographic variables 
High burden Low burden 
χ2 
f % f % 
Occupation: 
Private employee  
Government employee  
Labour  
Self employee  
 
16 
0 
- 
- 
 
26.7 
0 
- 
- 
 
43 
1 
- 
- 
 
71.7 
1.7 
- 
- 
 
 
8.214* 
Total income of family: 
Less than Rs.2000 
Rs.2001-5000 
Rs.5001-10000 
More than Rs.10001 
 
10 
6 
- 
- 
 
16.7 
10 
- 
- 
 
28 
16 
- 
- 
 
46.7 
26.6 
- 
- 
 
 
0.006 
 
Marital status: 
Unmarried 
Married  
Divorced 
Separated   
 
0 
15 
1 
- 
 
0 
25 
1.7 
- 
 
1 
42 
1 
- 
 
1.7 
70 
1.7 
- 
0.924 
Religion  
Hindu  
Christian  
Muslim 
Others  
 
 
 
16 
- 
- 
- 
 
26.7 
- 
- 
- 
 
44 
- 
- 
- 
 
73.3 
- 
- 
- 
0.45 
79 
 
Socio demographic variables 
High burden Low burden 
χ2 
f % f % 
Number of children : 
No child  
One child    
Two child   
Three and above  
 
3 
7 
10 
3 
 
26.7 
12.4 
16.6 
5.9 
 
4 
9 
17 
7 
 
7.3 
15.3 
31.4 
12.4 
 
 
1.865 
Type of family : 
Nuclear family 
Joint family 
Extended family                
 
10 
4 
2 
 
16.7 
6.7 
3.3 
 
31 
10 
3 
 
51.7 
16.6 
5 
0.589 
Duration of illness  : 
< 1 year 
1-3 years 
3-5 years 
5 years 
 
16 
- 
5 
4 
 
26.7 
- 
8.3 
7.2 
 
4 
13 
13 
5 
 
7.3 
21.7 
21.7 
8.3 
2.345 
 * - Significant at 0.05 level 
 This table showed that Chi square (χ2) Value for different Socio demographic 
variables. The above table explained that number (f) of primary caregiver at different 
level of caregiver burden. Level of caregiver burden among primary caregiver in the post 
test was significantly associated with their education since the calculated value 9.84 was 
greater than table value 7.82 and also with their occupation since the calculated value 
8.214 was greater than table value 7.82 at P<0.05. All other variables were not 
significantly associated among the primary caregiver with their post test score of 
caregiver burden. 
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CHAPTER-V 
DISCUSSION 
 Based on the objectives of the study and hypotheses, this chapter deals with 
the detailed discussion of the results of the data inter posted from the statistical 
analysis. The purpose of the study was to evaluate the Effectiveness of family psycho 
educational intervention  on caregiver burden among primary caregiver of 
schizophrenia clients admitted in  Government Rajaji Hospital at Madurai.  
DISCUSSION OF DEMOGRAPHIC VARIABLES 
 Majority of the subjects 48 ( 80%) of the were in the care givers of 
schizophrenia 41-50 years age group and 11(18.33%)  were in the care givers 
of schizophrenia 51-60 years age group and 1(1.67%) of the care givers of 
schizophrenia were in the 20-30 years age group. None of them were 60 years 
and above.  
 Majority of the participants 32 (53.33 %) had no formal education and 28 
(46.67%) had studied up to primary education none of them were higher 
secondary or graduate and above .  
 All 60 (100 %) participants hailed from urban area none of them from rural or 
semi urban.  
 Majority of the subjects 59 (98.33%) were labor and 1 (1.67%) were working 
in Government organizations. 
 Majority of the subject‘s 38 (63.33%) monthly income were less than Rs.2000 
and 22 (36.67 %) were earning up to Rs2001-5000 per month. 
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 Majority of the subjects 57 (95%) of subjects were married, 1 (1.67%) were 
unmarried and 2 (3.33%) were divorced. 
 All participants (100 %) were Hindus. None of them were Muslim or Christian 
religion. 
 Majority of subjects 27 (45%) had two children, 16 (26.67%) of subjects had 
one child, 10 (16.7%) had more than three children and 7 (11.67%) had no 
issue. 
 Among the care givers of schizophrenia majority of them 41 (68.33%) living 
in nuclear family while 14 (23.33%) living in joint family and 5 (8.33%) 
living in extended family. 
 Majority of subjects 20 (33.3%) care giver of schizophrenia for less than 1 
year period, 13 (21.67% ) care giver of schizophrenia for l-3 years,18 (30%) 
care giver of schizophrenia for 3-5 years of period and 9 (15%) care givers of 
schizophrenia for more than 5 years. 
DISCUSSION OF THE STUDY BASED ON ITS OBJECTIVES  
 The first objective of the study was to assess the pretest level of caregiver 
burden among primary caregiver schizophrenia clients. 
Table 2 Depicts that in the pretest majority of then 73.33%had high level care giver 
burden. 26.67% of the primary caregiver had low level care giver burden  
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 The second objective was to evaluate the effectiveness of family psycho 
educational intervention  on caregiver burden among the primary caregiver of 
schizophrenia clients. 
 The mean pretest care givers burden was 43.4% and the mean post test care 
givers burden was 37.11% In the pretest. 26.67% of the primary caregiver had low 
level care giver burden and majority of then 73.33%had high level care giver burden. 
Where as in the post test after family psycho educational intervention  majority of 
primary caregiver 60% of primary caregiver had low level care givers burden, and the 
remaining 40% subjects had high level of caregiver burden. Post test mean is 37.11 
and standard deviation was 7.15% . The difference between pretest and post test was 
significant at 0.05% level and this difference may be due to the  family psycho 
educational intervention  and thus it proves that family psycho educational 
intervention  was effective in reducing the care givers Burden. 
          A cluster randomized controlled trial of family psycho educational intervention  
for families experiencing schizophrenia was conducted in Chengdu China. Treatment 
groups consisted family intervention and medication, medication alone and a control. 
The results showed a gain in knowledge, a change in the relatives caring attitude 
towards the patients and an increase in treatment compliance in the family psycho 
educational intervention group p<0.05,0.001. 
 Hence the hypothesis (H1) : There is a significant difference between the  
pretest  level of caregiver Burden level and post test  level of caregiver Burden 
among primary caregiver of clients with schizophrenia  was accepted. 
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 The third objective was to associate the post test level of caregiver burden 
among the primary caregiver of  client schizophrenia clients and their selected 
socio demographic variables. 
 There was significant association between post test  score with selected socio 
demographical variables 
         As per table 4 Chi-square analysis revealed that there was   significant 
association between  posttest level of caregiver Burden  with educational status and 
occupation of the socio demographic variables among primary caregiver of clients 
with schizophrenia. Level of caregiver burden among primary caregiver in the post 
test was significantly associated with their education since the calculated value 9.84 
was greater than table value 7.82 and also with their occupation since the calculated 
value 8.214 was greater than table value 7.82 at P<0.05. All other variables were not 
significantly associated among the primary caregiver with their post test score of 
caregiver burden. 
       Hence the hypothesis (H2) : There is  a significant association between  the post 
test  level of caregiver burden scores of primary caregiver  with  their selected socio 
demographic variables. The study results found that there was an association between 
the post test level of caregiver burden with their education and occupation was 
accepted. 
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CHAPTER – VI 
SUMMARY, CONCLUSION, IMPLICATIONS AND 
RECOMMENDATIONS 
 This chapter deals with the summary of the study and conclusions drawn. It 
also clarifies the limitations of the study, the implications for different areas like 
nursing educations, administration, nursing practice, nursing research and 
recommendations. 
6.1 SUMMARY 
The present study was aimed to assess the effectiveness of family psycho 
educational intervention  on caregiver burden among primary caregiver of 
schizophrenia clients admitted in  Government Rajaji Hospital at Madurai.‖ 
The objectives of the study were 
1. To assess the pretest level of caregiver burden among primary caregiver of 
schizophrenia clients  admitted in  Government Rajaji Hospital at Madurai . 
2. To evaluate the effectiveness of family psycho educational intervention  on 
caregiver burden among the primary caregiver of schizophrenia clients admitted in  
Government Rajaji Hospital at Madurai . 
3. To associate the post test level of caregiver burden among the primary caregiver 
of schizophrenia clients with selected socio demographic variables. 
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The following hypotheses were tested. 
H1 :  There is a significant difference between the mean pretest score and mean post 
 test  caregiver burden among primary caregiver of schizophrenia Clients. 
There was highly significant difference between pretest score and post test score 
of caregiver burden level 
H2:  There is a significant association between  the post test  level of caregiver 
 burden  with  selected socio demographic variables among primary care givers 
 of  schizophrenia. 
 The conceptual framework selected for this research study was based on  
Imogene M. King‟s  Goal attainment theory “Transaction model”. A pre 
experimental one group pre test and post test research design was used in this study. 
The independent variable was family psycho educational intervention   and dependent 
variable was care givers burden. The pretest study was conducted at Government 
Rajaji Hospital Madurai .The accessible population of the study were primary care 
givers of schizophrenic clients admitted at the above hospital. 
The study subjects were selected using purposive sampling. 
 The data collection tools used were 
1. Socio demographic Data. 
2. Care givers Burden Scale 
Content validity was obtained from 3 Nursing experts and 2 Professor of 
psychiatric department. Expert‘s suggestions were incorporated in the tool. 
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 A pilot study was conducted at above hospital for a period of 7 days .     
About 10 subjects were selected using purposive sampling. The finding suggested that 
the study was feasible and practicable . After obtaining the formal permission from 
Institutional Review Board / Independent Ethical Committee of Government Rajaji 
Hospital, Madurai-20 The data collection was done for a period of 4 weeks. Based on 
the objectives and hypotheses, the data collected were analyzed by using   descriptive 
and inferential statistics.  
6.2 MAJOR FINDINGS OF THE STUDY 
o Majority of the subjects 48 ( 80%) were 41-50 years of age group and 11(18.33%) 
were 51-60 years of age group and 1(1.67%) were  20-30 years of  age group. None 
of them were 60 years and above.  
o Majority of the participants 32 (53.33 %) had no formal education and 28 
(46.67%) had studied up to primary education none of them were higher 
secondary or graduate and above .  
o All 60 (100 %) participants hailed from urban area none of them from rural or 
semi urban.  
o Majority of the subjects 59 (98.33%) were labor and 1 (1.67%) were working in 
Government organizations. 
o Majority of the subject‘s 38 (63.33%) monthly income were less than Rs.2000 and 
22 (36.67 %) were earning up to Rs2001-5000 per month. 
o Majority of the subjects 57 (95%) of subjects were married, 1 (1.67%) were 
unmarried and 2 (3.33%) were divorced. 
o All participants (100 %) were Hindus. None of them were Muslim or Christian 
religion. 
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o Majority of subjects 27 (45%) had two children, 16 (26.67%) of subjects had one 
child, 10 (16.7%) had more than three children and 7 (11.67%) had no issue. 
o Majority care givers of schizophrenia 41 (68.33%) were living in nuclear 
family while 14 (23.33%)were living in joint family and 5 (8.33%) were living in 
extended family. 
o Majority of subjects 20 (33.3%) duration of illness for less than 1 year 
period, 13 (21.67% ) for l-3 years,18 (30%) for 3-5 years of period and 9 
(15%) for more than 5 years. 
o In the posttest 26.67% of the primary caregiver had low level care giver burden 
and majority of then 73.33%had high level care giver burden. Where as in the post 
test after family psycho educational intervention  majority of primary caregiver 
60% of primary caregiver had low level care givers burden, and the remaining 
40% participant had high level of caregiver burden. 
 The Mean Pre test and Post test  was 43.48 and 37.12 respectively and 
Standard Deviation was 8.49 and 7.15 respectively.  The Mean difference was 6.37. 
The paired ―t‖ test value was 13.11. The Calculated value was greater than the table 
value (2.000), there was a significant difference between the pre test and post test 
caregiver burden level, this difference might be due to the  family psycho educational 
intervention   also this difference was purely by chance and not by choice. Hence it 
was inferred that family psycho educational intervention was effective on caregiver 
burden levels among the primary caregiver of clients with schizophrenia. 
         The association between selected socio demographic variables and post test 
score of caregiver burden among the primary caregiver of schizophrenia clients were 
calculated by χ2 at 0.05 level of significance. It described the relationship of an 
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individual socio demographic variable with level of caregiver burden among the 
primary caregiver of schizophrenia clients. Level of caregiver burden among primary 
caregiver in the post test was significantly associated with their education since the 
calculated value 9.84 was greater than table value 7.82 and also with their occupation 
since the calculated value 8.214 was greater than table value 7.82 at P<0.05. All other 
variables were not significantly associated among the primary caregiver with their 
post test score of caregiver burden. 
 It explained that there was no significant association between post test levels 
of caregiver burden score with individual socio demographic variables except their 
education and occupation. Thus the research hypothesis ―there will be a significant 
association between post test score of level of caregiver burden and selected socio 
demographic variables among primary caregiver of clients with schizophrenia‖ was 
rejected except their education and occupation. Only the education and occupation 
variables has significant association in post test score of care givers burden with 
schizophrenia clients 
6.3 CONCLUSION 
          According to the results of this study, primary care giver of schizophrenia 
clients  admitted in  Government Rajaji Hospital at Madurai who adopted family 
psycho educational intervention  for 45 minutes had a statistically significant in 
reducing care giver burden. Because family psycho educational intervention  
techniques were non invasive, free from side effects and highly feasible, the 
researcher concluded that it can be used as an effective intervention to reduce  care 
giver burden which enhance the care activities to the care givers ,and improve  the 
wellbeing of the caregiver. 
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6.4  IMPLICATIONS                                     
 The investigator had drawn implications from this study for various areas such 
as nursing practice, nursing education, nursing administration and nursing research. 
Implications for Nursing Practice 
1. The nurses must be trained to assess the care giver burden among primary care 
giver so as to reduce the burnout and take necessary initial steps in post 
venting caregiver Burden.  
2. The findings of the study will throw light on the need to provide non 
pharmacological, cost effective approach to reduce care giver burden these by 
promoting  their self esteem. 
3. The nurses should educate about the benefits of family psycho educational 
intervention  and encourage to practicing  among the primary care giver and 
significant other.. 
Implications for Nursing Education 
1. The concepts of family psycho educational intervention  regarding care giver 
burden should be included in the nursing curriculum of Undergraduate and 
Postgraduate programme. 
2. A well organized Continuing Nursing Education programme that focuses on 
family psycho educational intervention  regarding care giver burden can be 
conducted among nursing personnel in the hospital set up as well as in the 
community. 
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Implications for Nursing Administration 
1. Health education team can be formed to improve the usage of family psycho 
educational intervention  regarding care giver burden  
2. The nurse administrators can motivate, supervise and guide the nurses in 
family psycho educational intervention  regarding care giver burden and they 
need to formulates policies and protocols for caring client with schizophrenia. 
3. Nurse  administrators  can prepare own assessment tools to assess caregiver 
Burden.  
Implications for Nursing Research 
1. The nurse researcher should motivate the clinical nurses and community nurse 
to apply research findings to reduce the care giver burden in any set up. 
2. The nurse researcher should encourage clinical nurse to conduct further 
Research studies on the effectiveness of family psycho educational 
intervention  regarding care giver burden  
3. This study can be used as a baseline for  further  future studies to build upon. 
 
6.5  RECOMMENDATIONS 
1. This study can be replicated with a large sample size for better generalization. 
2. A comparative study can be done between selected family psycho educational 
intervention  regarding care giver burden and other complimentary therapy. 
3. Investigator recommends the hospital authority to regular practice  of family 
psycho educational intervention  regarding care giver burden among primary 
care giver 
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 Department of Psychiatry 
 Government Rajaji Hospital 
 Madurai – 20 
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                      Sub :  Requesting permission to conduct the dissertation study at  
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I select the topic ―A study to assess the effectiveness of family psycho 
educational intervention on caregiver burden among primary caregiver of 
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dissertation 
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Date:                           
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on thesis entitled  “A study to assess the effectiveness of family psycho educational 
intervention on caregiver burden among primary caregiver of schizophrenia 
clients admitted in Government Rajaji Hospital at Madurai.” has been validated 
by me. 
 
 
 
 
 
 
 
 
 
103 
 
                                CERTIFTICATE OF VALIDATION 
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APPENDIX - E 
INFORMED CONSENT FORM  
Xg;Gjy; mwpf;if 
 
 
ngah;:                   ehs;: 
          
  vdf;F ,e;j nrtpypa Ma;tpidg; gw;wpa KO tptuk; tpsf;fkhf 
vLj;Jiuf;fg;gl;lJ. ,e;j Ma;tpy; gq;Fnfhs;tjpy; cs;s ed;ikfs; kw;Wk; 
jPikfs; gw;wp KOikahf Ghpe;Jnfhz;Nld;. ,e;j Ma;tpy; jhdhf Kd;te;J 
gq;FngWfpNwd;. NkYk; vdf;F ,e;j Ma;tp;ypUe;J ve;j rkaj;jpYk; 
tpyfpf;nfhs;s KO mDkjp toq;fg;gl;Ls;sJ. vd;Dila rpfpr;ir Mtzq;fis 
ghh;itapl;L mjpy; cs;s tptuq;fis Ma;tpy; gad;gLj;jpf;nfhs;s KO mDkjp 
mspf;fpNwd;. vd;Dila ngah; kw;Wk; milahsq;fs; ufrpakhf itj;Jf; 
nfhs;sg;gLk; vd;Wk; vdf;F cWjpaspf;fg;gl;Ls;sJ. 
 
 
 
                                                          
ifnahg;gk;. 
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APPENDIX - F 
SECTION - I 
DISTRIBUTION OF DEMOGRAPHIC VARIABLE 
TABLE NO 1 
1. AGE 
a. 20-30 years        
b. 31-40 years        
c. 41- 50 years        
d. 51-60 years        
e. 61yrs and above 
2. EDUCATION 
a. Non Formal education      
b. Primary        
c. High School        
d. Higher Secondary       
e. Degree         
3. DOMICILE 
a. Urban         
b. Rural         
c. Sub Urban        
4. OCCUPATION 
a. Labour         
b. Govt.         
c. Private         
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d. Self Employment       
5. TOTAL INCOME OF FAMILY 
a. < 2000         
b. 2001-5000        
c. 5001-10000        
d. > 10000        
6. MARITAL STATUS 
a. Unmarried        
b. Married        
c. Divorced        
d. Separated        
7. RELIGION 
a. Hindu         
b. Christian        
c. Muslim        
d. Others         
8. NO OF CHILDREN 
a. No issue        
b. one child        
c. Two children        
d. >3 children        
9. TYPE OF FAMILY 
a. Nuclear Family       
b. Joint Family        
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c. Extended Family       
10. DURATION OF ILLNESS 
a. < 1Years        
b. 1-3 Years        
c. 4-5 Years        
d. .>5 Years        
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 SECTION - B 
NAME:    CARE GIVER BURDEN SCALE 
 
S.no content 
Not at 
all 
To 
some 
extent 
verymuch 
1 Do you think that your family 
appreciates the way care for the 
patient? 
3 2 1 
2. Does the patient‘s illness prevent you 
from having a satisfying relationship 
with rest of your family? 
1 2 3 
3. Does your spouse help with family 
responsibilities? 
3 2 1 
4. Is your spouse still affectionate 
towards you? 
3 2 1 
5. Is your spouse able to satisfy your 
needs fore intimacy? 
3 2 1 
6. Has the quality of your marital 
relationship declined since your 
spouse‘s illness? 
1 2 3 
7. Does caring for the patient make you 
feel tired and exhausted? 
1 2 3 
8. Do you think that your has been 
affected because of the patient‘s 
illnesss? 
1 2 3 
9. Do you sometimes feel depressed and 
anxious because of the patient? 
1 2 3 
10.  Do you sometimes feel that there is 
no solution to your problems? 
1 2 3 
11. Has your family stability been 
disrupted by the patient‘s 
illness(frequent quarrels,break up)? 
1 2 3 
12 Does the patient cause disturbances in 
the home? 
1 2 3 
13 Are you able to care enough for others 
in your family? 
3 2 1 
14 Have you started to feel lonely and 
isolated since the patient‘s illness? 
1 2 3 
15 Does the patient‘s unpredictable 
behavior disturb you? 
1 2 3 
16 Do you feel that your friends 3 2 1 
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appreciate the way you care for the 
patient? 
17 Does the patient‘s illness prevent you 
from having satisfying relationship 
with your friends? 
1 2 3 
18 Do you often feel frustrated that the 
improvement of  the patient is 
slow/there is no improvement at all? 
1 2 3 
19. Do you have the feeling that the 
patient understands and appreciates 
your effort to help him/her? 
3 2 1 
20 Is the patient‘s illness preventing you 
from looking for a job? 
1 2 3 
 
 
SCORING PROCEDURE 
Section B:  Caregiver burden scale (CG‘BS by R.THARA 1995 WHO) 
Section B: Caregiver burden scale (CG‘BS) – a 20 item questionnaire rated on a 3 point 
scale:  
 Scores were calculated as followed negative items;1,3,4,5,13,16,19                                                                                       
(3) not at all ,(2)to some extent (1)very much are scored in reverse in valent. 
 The positive items ;2,6,7,8,9,10,11,12,14,15,17,18,20 (1)not at all (2)to some 
extent(3)very much are scored in reverse in valent. 
SCORING: 
          Level of scoring                       Interposttation 
      HIGHER IN VALUE                                        40<60 
      LOWER  IN VALUE                                 20<41 
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APPENDIX-G 
gphpT- m 
r%f Fbapay; Fwpg;G 
1.taJ                                                                                  
      [     ] 
m).20-30 tiu 
M).31-40  tiu 
,).41-50  tiu 
<).51-60  tiu 
c).61 kw;Wk; mjw;F Nky; 
 
2.fy;tpj;jFjp                                                                                   
      [     ] 
m).gbf;fhjth; 
M).Muk;gf;fy;tp (1-5 k; tFg;G) 
,).cah; epiyf;fy;tp 
<).Nky;epiyf;fy;tp 
c).gl;lg;gbg;G kw;Wk; mjw;F Nky; 
 
3. ,Ug;gplk;;                                                            
      [     ] 
m).efuk; 
M).fpuhkk;; 
,).Gw efuk; 
 
4. njhopy;                                             ;                                      
      [     ] 
m).jdpahh; Copah; 
M).muR Copah; 
,).$ypj;njhopy; 
<).Ranjhopy 
 
5. FLk;g khj tUkhdk;         [     ] 
m).&gha; 2000-j;jpw;Fs;; 
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M).&2001-&5000 tiu 
,).&5001-10000 tiu 
<).&10000w;F Nky; ; 
 
6.jpUkzk; gw;wpa tptuk;                                              
      [     ] 
m).jpUkzk; Mfhjth; 
M).jpUkzk; Mdth; 
,).Tpthfuj;jhdth; 
<).Gphpe;J tho;gth; 
 
7.; kjk;                                                                            
      [     ] 
m).;;,e;J 
M).fpwp];jth; 
,).;K];ypk; 
<).Gpw kjk; 
 
8. Foe;ijfspd; vz;zpf;if                                                                   
      [     ] 
m).Foe;ij ,y;yhjth; 
M).xU Foe;ij 
,).,U Foe;ijfs; 
<).%d;W Foe;ijfSf;F Nky; 
c).jpUkzk; Mfhjth; 
 
9.; FLk;gj;jpd; jd;ik                                                   
      [     ] 
m).jdpf;FLk;gk 
M).$l;L FLk;gk; 
,).tphpthf;fg;gl;l FLk;gk; 
 
10. Fbg;gof;fk; vj;jid Mz;Lfshf cs;sJ     [     ]                                                
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஫னபா஭ம் அரவிடும் அட்டவணை 
m).5 tUlq;fSf;Fs;shf 
M).6 - 10 tUlk; 
,).11 – 15 tUlk; 
<).16 – 20 tUlk; 
c).21 tUlk; kw;Wk; mjw;F Nkyhf 
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வ.எண் பபாருரடக்கம் 
ஒரு 
பபாதும்இல்ணய 
அவ்வப்பபாது எப்பபாதும் 
1. உங்கரின் குடும்பம் நீங்கள் 
பநா஬ாரிண஬ 
கவனித்துக்பகாள்வணை 
பா஭ாட்டுகிமைா? 
   
2. பநா஬ாரி஬ின் பநாய் குடும்பத்ைில் 
உள்ர ஫ற்மவரிடம் அன்பு 
பா஭ாட்டுவணை ைடுக்கிமைா? 
   
3. உங்கள் துணை குடும்ப பா஭த்ணை 
பகிர்ந்து பகாள்கிமா஭ா? 
   
4. உங்கள் துணை உங்கரிடம் அன்பு 
paraatukiraaraaபா஭ாட்டுகிமா஭ா? 
   
5. உங்கரது அந்ை஭ங்க பைணவகணர 
பூர்த்ைி பெய்கிமா஭ா? 
   
6. உங்கரின் குடும்ப வாழ்க்ணக ை஭ம் 
துணைவரின் பநா஬ினால் 
குணமந்துள்ரைா? 
   
7. பநா஬ாரிண஬ 
கவனித்துக்பகாள்வைால் நீங்கள் 
அ஬ர்ந்துவிடுகிமரீ்கரா?  
   
8. பநா஬ாரி஬ின் பநா஬ால் உங்கரது 
உடல்நயம் பாைிக்கபடுவைாக 
நிணனக்கிமரீ்கரா? 
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9. பநா஬ாரி஬ினால் நீங்கள் 
ெியெ஫஬ம் ஫னஅழுத்ைம் ஫ற்றும் 
கவணய அணடகிமரீ்கரா? 
   
10. உங்கரது பி஭ச்ணனகளுக்கு ைீர்பவ 
இல்ணயப஬ன ெியெ஫஬ம் 
நிணனக்கிமரீ்கரா? 
   
11. பநா஬ாரி஬ின் பநா஬ினால் உங்கள் 
குடும்பத்ைின் ஸ்ைி஭த்ைன்ண஫ 
பாைிக்கப்படுகிமைா? 
   
12. பநா஬ாரி வடீ்டில் பி஭ச்ணன 
எற்படுத்துகிமா஭ா? 
   
13. குடும்பத்ைில் உள்ர ஫ற்மவர்கணர 
நன்கு கவனிக்க ப௃டிகிமைா? 
   
14. உங்கரின் நண்பர்கள் நீங்கள் 
பநா஬ாரிண஬ பார்த்துக்பகாள்ளும் 
விைத்ணை 
paaraatukinranaraaaபா஭ாட்டுகின்மன஭ா? 
   
15. பநா஬ாரி஬ின் எைிர்பார்க்க 
ப௃டி஬ாை பெ஬ல்கரால் 
பாைிக்கப்படுகிரீர்கரா? 
   
16. பநா஬ாரிக்கு பநாய் வந்ைபின் 
நீங்கள் ைனிண஫ப்படுத்ைப்பட்டைாக 
உைர்கிமரீ்கரா? 
   
17. பநா஬ாரின் பநா஬ால் உங்கள்    
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நண்பர்களுடன்  ைிருப்ைி஬ாக நட்பு 
பா஭ாட்ட ப௃டி஬வில்ணய ஬ா? 
18. பநா஬ாரி஬ிடம் எந்ை 
ப௃ன்பனற்மம் இல்ணய என 
அடிக்கடி நிணனப்பது உண்படா? 
   
19. பநா஬ாரி ைங்கரின் பெணவண஬ 
புரிந்து பா஭ாட்டுவைாக 
உைருகிமிர்கரா? 
   
20. பநா஬ாரி஬ின் பநாய் உங்களுக் 
பகன்ன ஒரு பவணயண஬த் பைடிக் 
பகாள்வணைத் ைடுக்கிமைா? 
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FAMILY PSYCHO EDUCATIONAL INTERVENTION 
 
CONTENTS 
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 THE  CAUSES, SYMPTOMS OF SCHIZOPHRENIA,  
 THE IMPORTANCE OF TREATMENT, RELAPSE AND 
RELAPSE PREVENTION 
 THE COMMUNICATION SKILLS IN THE FAMILY 
 MANAGEMENT  OF CLIENTS PROBLEM SOLVING SKILLS 
 EFFECTIVE WAY TO EXPRESS EMOTION 
 EDUCATE  CARE GIVERS TO RELAXATION METHODS IN 
THE FAMILY 
 
SCHIZOPHRENIA 
       It is a mental illness 
 Schizophrenia is not a rare illness-1/ 100 people suffer from it during their 
lifetime. It starts mainly in young people between the ages  of 15 and 30. It 
 
Causes, Symptoms  
Symptoms: 
Affected members will have symptoms due to the illness (positive symptoms) 
such as (give examples of the affected member‘s hallucinations, delusions, etc). 
Qualities taken away by the illness are called negative symptoms (give examples of 
affected member‘s lack of drive, motivation, etc). They may have Language 
difficulties such as talking in a way hard to follow, making up new words, using odd 
expressions, or speaking very little. They may also have Odd habits like…. (Give 
examples of affected member‘s peculiar mannerisms or habits, standing or sitting in 
unusual ways). They may also show Changed feelings and emotions such as little 
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or no emotions, not show normal affection for family and friends, laugh or cry when 
they are not feeling happy or sad. 
 
2. Course: 
Most will get better with treatment. About one in four people have an attack 
from which they make a complete recovery and then stay well for years. A small 
number do not respond to treatment and will have symptoms all the time Affected 
members can have relapses. Between attacks, they may not be the same way they 
were before (give examples of negative symptoms). These are partly the result of the 
medication, partly due to the illness itself and partly due to the affected member‘s, 
own attempts to avoid becoming upset and ill again. Some of these improve 
particularly if the family can manage to be supportive and encouraging. 
 
Causes  of Schizophrenia 
Genetic 
Schizophrenia can be inherited. This does not mean that the affected member 
should not have children in case they will be affected. It does not mean that if one 
family member gets it, the others will also. If your close relative like a sibling or 
r Schizophrenia can 
also occur when there are no other relatives who have it. It is not the illness that is 
inherited but the tendency to get it. No clear genetic pattern has been found for 
schizophrenia 
 
2) Imbalance of brain chemistry 
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Schizophrenia is probably caused by a disturbance in the working of the brain. 
Chemicals in the brain are affected and this produces the symptoms of hallucinations, 
delusions and thinking difficulties. Dopamine is the name of one of the many 
chemicals in the brain. Too much dopamine may be produced in those with 
schizophrenia. Certain medication improves the symptoms of schizophrenia-these are 
made up of chemicals. It is thought that these help to balance the chemicals in the 
brain. 
 
MEDICATIONS AND COMPLIANCE  
A review of previous session 
Medication is the main form of treatment. Medical treatment does not cure 
the illness. Medication is used to reduce the symptoms & to prevent further attacks, 
or the symptoms getting worse. Some people recover well and are able to lead normal 
lives. Most need to stay on medication for a longtime, sometimes the rest of their 
lives. The medications are not addictive. There are several types of drugs used with 
different brand names, in the form of tablets or injections. The medications work by 
blocking the transmission of dopamine. Negative symptoms are often not improved 
by medication. The effects are not always seen immediately. The medication have to 
be taken regularly (even when they feel well) to prevent further attacks and remain 
well. There is a high risk of relapse in the first year associated with stopping 
medication. Even for those taking medication regularly the risk of relapse is about 
20%. The medication can sometimes produce unwanted side effects. These are not 
usually serious can should be discussed with your doctor. Reducing the dose may get 
rid of these side effects, or they may need to take another tablet which acts as an 
antidote. Sometimes changing from one type of medication to another will relieve 
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side effects. ECT‘s may be indicated for catatonic patients and for patients who for 
some reason cannot take anti-psychotics 
 
Some of the side effects are: 
_ Drowsiness 
_ Restlessness 
_ Muscle stiffness 
_ Shakiness 
_ Sensitivity to sunburn 
_ Increased appetite 
_ Dizziness when standing up suddenly 
 
Relapse and relapse prevention 
Reducing the dose may get rid of these side effects, or they may need to take 
another tablet which acts as an antidote. Sometimes changing from one type of 
medication to another will relieve side effects. Some of these effects can be avoided 
by avoiding too much sun, standing up slowly and watching their diet. 
Electroconvulsive therapy (ECT) may be indicated for catatonic patients. Review with 
the family the significance and meaning of possible warning signals. Signals differ 
from patient to patient. Inform the family that there are numerous warning signs. 
These help in avoiding another episode or hospitalization. Advise the family to 
observe whether these warning signs are fleeting or are present continuously for at 
least a week and/ or appear to be increasing. If the latter, the family should consult the 
treating team Some warning signals for the family to look out for are: alterations in 
routine habits (like sleeping and eating), becoming easily irritable, muttering to self, 
changes in personality or 
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 bizarre behaviour. 
 Explain the family role in relapse prevention 
 Educate on importance of follow up care 
 Exploration of family intervention When relapse occurred 
 Role of environmental stress as a risk factor for schizophrenia relapse  
 
COMMUNICATION SKILLS IN THE FAMILY  
 A review of previous session 
  Discuss on  
 Communication  
Discourage family from speaking for the affected member. Family members 
have to wait for the affected member‘s response. Use social conversation and problem 
solving as practice. Observe how they speak, reinforce correct behavior and 
encourage improvement on other areas. Demonstrate how to reframe sentences. Give 
homework assignments and review in next session. Negotiate daily activities, 
household chores and family roles. Discourage family members from ignoring, 
reinterpreting or trying to make sense of unclear messages from the affected 
members. Inform them that tolerating poor communication gives the message that 
affected members need not learn to be clear in interactions with others. Encourage the 
families to say that they do not understand what the affected member is saying or that 
it was unclear and could the affected member repeat what he had said. 
PROBLEM SOLVING SKILLS  
 A review of previous session 
 Discuss on 
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Inability to sleep; day/night reversal Social withdrawal, isolation, fear and 
suspicion Skipping classes/ not going to work; avoiding going out Inability to 
concentrate, staring, vagueness drug or alcohol abuse; repetitive actions, food fads 
deterioration in personal hygiene; eccentric dress frequent moves or trips or long 
walks leading nowhere unusual sensitivity to stimuli (noise, light); low tolerance to 
irritation undue preoccupation with spiritual or religious matters Bizarre behavior 
Conversation that does not make sense-very abstract, seemingly deep but not logical 
or coherent; obsessed with one idea. 
 
Coping skills 
 Token economy  
 Positive reinforcement  
 Tackling the symptoms  
 Cope with clients according to their needs  
 Respect the clients  
 Approach freely when with problem   
 
CARE GIVERS RELAXATION TECHNIQUE 
 A review of previous session 
 Teach relaxation technique to the care giver 
 
 
 
kdeyf; fy;tp 
kdeyf; fy;tp 
 
 
kdeyf; fy;tp  
 1. kdr;rpijT Nehapd; fhuzq;fs; mwpFwpfs; tiffs;  
 2. kdr;rpijT Nehapd; kUj;Jt rpfpr;ir Kiwfs; kPz;Lk; kUj;Jt rpfpr;ir  
   Kiwfs; jtpHj;jy;  
 3. jfty; njhlh;G jpwd;  
 
 4. gpur;rpidfs; jPHT jpwd;  
 
 5. czHT ntspg;ghL  
 
 6. jsh;T gapw;rp  
 
1. kdr;rpijT Neha; vd;why; vd;d?  
kdr;rpijT Neha; vd;gJ %isapy; Vw;gLk; ,urhad khw;wj;jhy; rpe;jpf;Fk; 
jd;ik gOJ Vw;gl;L fl;Lg;ghlw;W nray;gLtJ kdrpijT Neha; MFk;.  
 
2. kdr;rpijT Nehapd; fhuzq;fs;:  
 kdr;rpijT Neha; Mz;> ngz;> ,d> kj> nkhop> rKjha fyhr;rhuh Ngjkpd;wp 
midj;J jug;gpdiuAk; ghjpf;Fk;.  
 ngUk;ghYk; 15 taJ 45 tajpw;F cl;gl;Nlhh; ,e;j tif Nehapdhy; 
ghjpf;fg;gLfpd;wdh;.  
 ,jw;fhd %yf;fhuzj;ij cly;Neha;fs; Nghy; cWjpahf $w KbahJ.  
 jw;nghOJ etPd tpQ;Qhd Muha;r;rpfspd; %yk; %isapy; Vw;gLk; rpy 
,urhad khWjy;fspdhy; ,e;Neha; Vw;glyhk;.  
 %isapYs;s Nlhikd;> nruNlhdpd; khw;wq;fspdhy; kdr;rpijT> Nehahspapd; 
MSik jpwd; ghjpf;fg; gLfpwJ.  
 ntF rpyUf;F guk;giu hPjpahfTk; ,e;Neha; Vw;glyhk;.  
 FLk;gj;jpy; xUtH kdr;rpijT Nehapdhy; ghjpf;fg;gl;L ,Ue;jhy;> ,uj;jj; 
njhlHghd cwtpdHfSf;F tu tha;g;Gfs; mjpfk;. mjhtJ> ngw;NwhUf;F 5% 
rNfhjhpfSf;F 9% Foe;ijfSf;F 12% Kjy; 36% kw;w cwtpdHfSf;F 3% 
tha;g;Gs;sJ.  
 ntF ehl;fs; kJ mUe;JtjhYk;> fQ;rh> mgpd; kw;Wk; gy;NtW tifahd 
Nghijg; nghUs;fis cl;nfhs;tjhYk; %is ghjpf;fg;gl;L kdr;rpijT Neha; tu 
tha;g;Gs;sJ.  
 tPl;by; cs;s #o;epiy cfe;jjhf ,y;yhtpbDk;> ngUk; e\;lk;> mtek;gpf;if> 
rKjhaj;jpy; kw;wth;fshy; Gwf;fzpf;fg;gLk NghJk; kdf;ftiy Vw;gl;L mjdhy; 
kdr;rpijT Neha; Vw;gLk; tha;g;Gfs; mjpfk;.  
 
 
3. kdr;rpijT Nehapd; mwpFwp  
 
kdr;rpijT Nehapdhy; ghjpf;fg;gLgth;fs; fhuzk; ,y;yhky;  
 
 mbf;fb Neha;> vhpr;ry;> ftdf;FiwT  
 glglg;G> gak;  
 vjpYk; ek;gpf;if ,y;yhky;> Mh;tkpd;wp> jdpikia tpUk;GtJ  
 Nahrpj;J nfhz;Nl fw;gidNahL ,Ug;gJ  
 rpyhplk; nra;Ak; Ntiyapy; mjpfk; Ntfk; fhzg;gLk;.  
 mikjp ,y;yhky; VjhtJ thjk; nra;J nfhz;Lk; ,Ug;gh;.  
 ,d;Dk; rpyh; mh;;j;jkw;w mbg;gil ,y;yhj jtwhd ek;gpf;if    
    nfhz;ltuhfTk;> re;Njf vz;zq;fs; nfhz;ltuhfTk; ,Ug;gh;.  
 ghrKk;> md;Gk; kpFe;j jha;$l cztpy; tp\k; fye;J nfhLg;gjhfTk;>  
 cz;ikahd md;ghd kidtpia $l jfhj cwT nfhz;bUg;gjhfTk;  
    re;Njfpg;ghh;fs;.  
 nghUs; ,y;yhky; NgrpaijNa jpUk;g> jpUk;g Ngrpf; nfhz;bUg;ghh;fs;.  
 rhptuj; Jhf;fk; tuhkYk;> vjpYk; tpUg;gk; ,y;yhkYk; ,Ug;gh;.  
 md;whl NtiyfisAk;> Neuj;jpw;F rhg;gplhkYk; ,Ug;ghh;fs;  
 jd;id Rw;wpAs;sth;fs; Ngrpf; nfhz;bUe;jjhf mth;fs; jd;idg;    
   gw;wpj;jhd; Ngrpf; nfhz;bUf;fpwhh;fs;.  
 ahNuh jd;Dld; NgRtJ NghyTk;> fpz;ly; Nfyp nra;tJ NghyTk;  
 fhjpy; NtWahuf;Fk; Nfl;fhj khaf;Fuy;fs; Nfl;gJ Nghy ,Uf;Fk;  
 fdTfs; fhz;gJk;> mJ cz;ikahf elg;gJ NghyTk;.  
 gpwUf;F njhpahj fhl;rpfs;> khaf;fhl;rpfs; jdf;F njhptjhfTk; $Wth;.  
 
 
 
 
 
 
 
 
 
4. kdr;rpijT Nehapd; tiffSk;> mwpFwpfSk;  
kdr;rpijT Nehiag; gythwhf tifg;gLj;jpdhYk;> ,e;j Nehiag; gw;wp Rygkhfj; 
njhpe;J nfhs;s ifahsg;gl;l xU kuG.  
xU tifapy; fUjg;gl;l Nehahsp ehsiltpy; kw;nwhU tiff;Fk; khWtJz;L.  
 1. Fkug;gUt kdr;rpijT Neha;  
 
 ,t;tif Neha; Fkug;gUtj;jpd; Kjy; fl;lk;> Kjypy; rpWfr; rpWf Jtq;Fk;.  
 Nehahsp mNefkhf kzkhfhjtuhfTk;> Ntiyaw;wtuhfTk; ,Ug;gh;.  
 mth; FLk;gj;jpy; vtNuDk; xUth; kdr;rpijtpdhy; ghjpf;fg;gl;L  
     ,Uf;fyhk;.  
 
mwpFwpfs;:-  
 czh;r;rp> rpe;jid kOspfp Kuz;ghlhdjhfTk;>  
 mrl;Ljdk;> gy;ypspg;G> nghUsw;w Gd;dif rphpg;G  
 fz;zhb Kd; epd;W mbf;fb jd; moF ghh;j;J rphpg;gJ ,th;fsplk;   
     fhzg;gLk; Kf;fpa mwpFwpahFk;.  
 kw;Wk; Ngr;R> njhlh;gpy;yhkYk;> mh;j;jkw;Wk; ,Ug;gJld; ,th;fs; kugpy;    
     ,y;yhj GJg;GJ thh;j;ijfshf cgNahfpg;gh;.  
 ,th;fSila vOj;Jk;> tiuAk; glq;fSk; nghUsw;W fhzg;gLk;.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
tpiwg;G rhh;e;j kdr;rpijT Neha;  
tpiwg;G rhh;e;j nksd epiy vdTk;> cd;ke;j epiy vdTk; ,Utifahd NtWgl;l 
mwpFwpfSld; fhzg;gLk;.  
mwpFwpfs;:- (nksdepiy)  
 kdj;jsh;r;rp> mjpUg;jp> kdf;nfhe;jspg;G  
 jPtpu czh;r;rpfs; Nehahspiag; ghjpj;j gpwNf ,e;epiy Njhd;Wk;.  
 vjpYk; tpUg;gkpd;wp> ftdk; ,y;yhky; czh;r;rp kOq;fp> fdTyfpy;  
     rQ;rhpg;gh;.  
 Cikahf> ke;jkhf> ftdkw;w Kfj;Jld; nksdkhfp tpLth;.  
 rpyh; fz;fis %bf;nfhz;Lk;> tPl;Lj; jiuiaNah> Kfl;iliaNah ,ik  
     nfhl;lhky; ghh;g;gJ.  
 fw;rpiyNghy; xU ehs; KOtJk; $l mirahky; epw;gJ  
 rpyh; ehw;fhypapd; tpspk;gpy; (my;yJ) jiuapy; gJq;fpa epiyapy; gy  
     kzpNeuk; mirahky; ,Ug;gh;.  
 Rw;Wr;#o;epiyia Gwf;fzpg;gJ> gpzpahd cilkhw;whkYk;> cz;zhkYk;  
    ,ug;gh;  
 vr;rpy;> rpWePh; kw;Wk; kyj;ij mlf;fp itg;gh;.  
 fz;rpkpl;lNth> miraNth khl;lhh;.  
 
mwpFwpfs;:- (cs;ke;jepiy)  
 xU FWfpa ,lj;jpw;Fs;> jpUk;g jpUk;g xNu khjphp nray;fis mYf;fhky;  
     nra;Jf; nfhz;bUg;gh.  
 jhd; Nfl;Fk; fw;gid xyp my;yJ ghh;f;Fk; gaq;fu Njhw;wj;jpd; fl;lisf;  
     fpzq;f elg;gh;.  
 vjphpy; cs;sth;fis jpBnud jhf;Fth;.  
 kw;w kdr;rpijT gzpahsh;fis Nghy; czh;r;rp trg;gLth;.  
 cwf;fk; ,y;yhkYk;> [d;dp Nghd;w Fog;g epiyapYk; ,Ug;gh;.  
 cilfis fpopj;J nfhs;Sjy;> eph;thzkhf epw;wy;  
 mq;fNr\;ilfs; nra;jy;> Kfk; Rspj;jy;. 
rhjhuz kdr;rpijT  
mwpFwpfs;:-    
 re;Njfk;> khaGyd; czh;Tfs; fhzg;glhJ.  
 kiwKf mwpFwpfshd rhptu jd;dhy; Ngzhik> r%f tho;f;ifapy; ,Ue;J    
     tpyfp vg;nghOJk; jdpikNa tpUk;Gjy;.  
 ve;j nraypYk; tpUg;gk; ,y;yhik  
 ,J nkJthf Muk;gpj;J> njhlh;e;J mjpfhpf;Fk;.  
 rpy rkaq;fspy; kdr;rpijT Neha; ,ay;ghfNt FiwAk; jd;ik nfhz;lJ.  
 mJ ehk; Nfhapy;fspy; jq;f itg;gjhy; jhd; FzkhfpwJ vd;W me;j  
     rkaj;jpy; cq;fSf;F Njhd;Wk;.  
mkhthir> ngsh;zkp Nghd;w ehl;fspy; kdr;rpijT Neha; mjpfhpf;Fkh?  
 ekJ r%fj;jpy; mkhthir> ngsh;zkp Nghd;w ehl;fspy; kdr;rpijTNeha;  
     mjpfkhFk; vd;w fUj;J gutyhf fhzg;gLfpwJ.  
 ,e;j fhyfl;lj;jpy; cwtpdh;fs; kdNehahsp vd;wf; fz;Nzhl;lj;jpYk;>  
    Neha; mjpfhpf;Fk; vd;w ghh;g;gjhYk;  
 mthpd; ,ay;ghd nray;fspy; $l mjpf khw;wq;fs; Vw;gLtJ Nghy;  
     ,Uf;Fk;.  
 
Muk;g fhy rpfpr;irapd; mtrpak;:-  
 Muk;gj;jpy; rpfpr;ir Nkw;nfhz;lhy; Nehahspf;F rpfpr;ir mspg;gJ vspJ.  
 Fiwe;j msT kUe;J khj;jpiufspy; Fzk; kpf tpiutpy; KOikahf  
     fpilf;Fk;.  
 Muk;g fhyj;jpNyNa rpfpr;ir mspg;gjhYk;> Fiwe;j msT khj;jpiufis   
    gad;gLj;JtjhYk;> ve;jtpj gf;ftpisTk; Vw;glhJ.  
 tpahjp Kw;wpa gpwF> jd;epiy czuhJ ,Ug;gh;.  
 kUj;Jtj;jpw;Nfh> kUe;Jfis rhg;gpLtjw;Nfh xj;Jf; nfhs;skhl;lhh;.  
 
 
 
kUj;Jt rpfpr;ir Kiwfs;:  
kdr;rpijT Nehapid Fzkhf;f KbAkh?  
 Muk;g fl;lj;jpNyNa kdey kUj;Jthplk; Fzg;gLj;j etPd tpQ;Qhd 
Muha;r;rpfspd; %yk; gy Gjpa kUe;Jfs; jw;nghOJ cgNahfg;gLj;jg;gLfpd;wd  
 o kUj;Jt rpfpr;ir Kiw  
 o ECT vdg;gLk; kpd; mjph;T rpfpr;ir  
 o kdtop kUj;Jt MNyhridfs;  
 o njhopy; top kUj;Jtk;.  
 o kWtho;T rpfpr;ir Kiw  
 o Muk;g fhy rpfpr;irapd; mtrpak;.  
 
kUj;Jt rpfpr;ir  
Muk;g fhyf;fl;lj;jpy; FNshh;gpuk]pd;> l;iu/gpSgu]pd;> `Nyhg;Nghplhy; Nghd;w 
kUe;Jfs; gad;gLj;jg;gl;lJ.  
,t;tif khj;jpiu vf;];l;uh gphpkpuly; vdg;gLk; gf;ftpisTfs;  
 ifneUf;fk;> if mirtpd;wp elg;gJ  
 mjpfkhf ckpo;ePH; Ruj;jy;  
 jpBnud;W ehf;F JUj;jpf; nfhs;tJ  
 kyr;rpf;fy;> khjtpyf;F jhkjk;  
 fOj;J tise;J nry;tJ  
 ehf;F FsWtJ  
 cly; cWg;Gfis ,Wf;fkhf itj;jpUg;gJ.  
,d;iwa Gjpa fz;Lgpbg;Gfis  
 nu];g;hpNlhd;  
 Xyd;rgpd;  
 f;Abahgpd;  
 mhpg;gpuNrhy;  
 [pg;uh]pNlhd;  
 FNsh]pg;gpd;  
,k;khj;jpiufspd; gf;ftpisTfs; kpf kpf FiwT.  
E.C.T vdg;gLk; kpd; mjph;T rpfpr;ir  
 khj;jpiufs; ey;y gyd; fpilf;fhj gl;rj;jpYk;> Nehahspf;F jw;nfhiy   
   vz;zq;fs; mjpfkhf cs;s NghJk;>  
 ehs;gl;l Neha; Fzkhfhj Nehahspapd; %h;f;fj; jdj;ij fl;Lg;gLj;jTk;.  
 mtru rpfpr;irahf kpd; mjph;T rpfpr;ir nfhLf;fg;gLfpwJ.  
 kpd; mjph;T rpfpr;ir Kiwapy; kpff;Fiwe;j mstpy; kpd;rhuk; Kd; %is   
    gFjpapy; nrYj;jg;gLfpwJ.  
 kdtop kUj;Jt MNyhridfs;:  
 Nehahspapd; cwtpdh;fSf;F toq;fg;gLfpwJ.  
 Nehahspapd; Nehapd; jd;ikg;gw;wpAk; mthplk; cwtpdh;fs; vt;thW ele;J 
nfhs;s Ntz;Lk; vd;Wk; MNyhridfs; toq;fg;gLfpwJ.  
 NehahspAld; md;ghfTk;> MokhfTk; gofp mth; re;jpf;Fk; gpur;ridfis 
vspjhf rkhspf;fTk; my;yJ mjd;%yk; mth; ghjpf;fg;glhj Kiwapy; mthpd; kdij 
gf;Ftg;gLj;jTk;> kdtop kUj;Jt MNyhridf;s; JizGhpfpd;wd  
 
njhopy; top kUj;Jtk;  
rpfpr;ir ngw;WtUk; Nehahspfs; rpwpJ Fzkile;j gpd;G mtUf;F njhpe;j 
njhopiyNah my;yJ mtuhy; nra;af;$ba NtW njhopiy fw;W nfhLj;J 
mj;njhopypy; <Lgl nra;tNj njhopy; kUj;Jtk; MFk;.  
kWtho;T rpfpr;ir Kiw  
 Kw;wpYk; Fzkilahjth;fs; gbg;gpNyh> njhopypNyh> FLk;g nghWg;ig 
jhq;FtjhNyh> Ke;ija epiyia mila khl;lhh;fs;.  
 ,th;fs; kdey kUj;Jthpd; cjtpAld;> jFe;j khWjy;fis Vw;gLj;jp 
rKjhaj;jpy; vg;gb nray;gLtJ kw;wth;fSld; vt;thW goFtJ vjph;fhyj;ij vg;gb 
vjph;nfhs;tJ my;yJ ghJfhf;fg;gl;l njhopy; $lq;fis epWtp mth;fspd; tho;tpy; 
kWkyh;r;rpia Vw;gLj;j nghpJk; JizGhpfpwJ  
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I. Researcher Collects Data from Subjects 
\ 
II. Researcher Providing Psycho Education to Subjects 
 
III. Researcher Taught Relaxation Technique to Subjecrts 
138 
 
 
 
 
 
